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Durinc last year the subject of haemorrhoids excited 
some controversy in the columns of the British MepicaL 
JouRNaL, and was left, as I have always felt, in a very 
unsatisfactory state. Whilst we, the contributors to that 
discussion, each expressed our own views in a ver 
decided manner, we gave little or no reason for the faith 
that was in us, and the divergence of opinion was very 
great — quite sufficient to 


puzzle those who, perhaps, = surerior 







had not paid special attention 
to the subject. It might 
very well confuse younger 
operators, and lead to a vague 
impression that the choice of 
methods was a matter of no 
importance and depended 
chiefly upon personal fancy 
or the accident of the par- 
ticular school in which the 
operator was educated, 
whereas I hope to be able to 
show that the final decision 
should be based upon im- 
portant and easily demon- 
strated factors. 

In that discussion were to 
be found men of high surgical 
attainments and of undoubted 
authority in operative work, 
not merely expressing a pre- 
ference for the ligature or hay 
clamp and cautery methods nN 
in the treatment of haemor- PECTINATE 
rhoids—methods which must ine. 
depend for their freedom 
from relapse upon the per- 
sonality of the operator and 
his own personal judgement, ‘ 
but declaring that the White. P&R'N™*; - 
head operation—the only one Portion 
which entirely removes the \ 
dilated and dilatable struc- ' 
tures, thus ensuring future ‘ 
immunity—was the worst \ 
possible operation, associated = ~~~ 
at the time with great and 





WT 


¢ 
/ 





‘ 
' 
‘ 
' 
‘ 
' 
' 
‘ 











Some such explanation, I believe, may be found in a 
possibly different conception of the anatomical factors 
present in this condition. 

To begin with, we may at once exclude from considera- 
tion the (so-called) arterial pile, which is really a naevus, 
and which differs entirely in causation, almost entirely in 
symptoms, and greatly in treatment. This condition is 
entirely outside the scope of our subject. 

Venous haemorrhoids (common piles) are varicose. 
dilatations of the veins composing the internal haemor- 
rhoidal plexus, a network intercommunicating veins 
which lies beneath the membrane lining the canal 
and the rectum; this plexus occupies a potential space 
bounded by the white line at the anal margin below, this 
membrane within, the muscular wall without, and a line 
above at which efferent veins pass through the rectal wall 
to join the meer haemorrhoidal veins. This level is 
nowhere clearly defined, some authorities placing it 
higher, some lower. Fortunately this is of no importance, 
since though such a description may be anatomically 
correct, surgically it does 
not accurately define the 


HRMORRHOIDAL position. 


This internal haemor- 
rhoidal plexus is very clearly 
divisible into two distinct 
parts, the lower extending 
from the anal margin to the 
level of Morgagni’s valves; 
this is the portion périneale 
of Testut and Jacob. The 
veins entering into its forma- 
tion communicate much more 

MIDOLE freely with each other than 

EE in the segment above, forming 

a closely-meshed network, 

and emptying themselves 

a // almost completely into the 

inferior hacemorrhoidal vein 

through branches which pass 

Bony oR below, through, and imme- 

yas diately above the external 
sphincter, those at its up 

extremity perforating the in- 

ternal sphincter directly be- 

INFERIOR: tween the external sphincter 

‘eg, HAMORGHOIDAL and the attachment of the 

= » levator ani (see schema). 

The upper part of this 
plexus, widely meshed, and 
with but few intercommuni- 
cations, lies above the level 
of Morgagni’s valves and ends 
above in more or less straight 
veins, the “terminal” veins 
which empty, as I have said, 
into the superior haemor- 
rhoidal veins and so into the 
portal system; with this 


















unnecessary loss of blood and 
very liable to be followed by 
incurable organic stricture 
of the anus, a condition 
which, if incurable, is, without doubt, a miserable result. 

I wish to examine especially this latter statement, for 
upon its truth or error will probably depend essentially 
the course which operators are likely to take in the 
future. Is the Whitehead operation one which, if pro- 
perly performed, should leave the patient ex to 
such a result, and, if such a result should unfortunately 
occur as a consequence of imperfect technique, is it 
incurable ? 

I presume it may be taken for granted that all are 
agreed that, other things being equal and the dangers of 
unpleasant after-effects being eliminated, the method 
which is most certain to ensure complete return to health 
without danger of relapse is the method of choice. 

When men differ, it is frequently possible to show that 
the difference has arisen either through some misconcep- 
tion of the meaning of a word or some difference in the 
point of view of the constituent factors of the condition 
upon which dispute has arisen ; when once this has been 
made clear the difficulty disappears. 
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upper portion, although it 
is of great importance when 
the question of causation is 
under consideration, the sur- 
geon has but little to do when discussing methods of 
treatment. 

It is the lower segment, the portion périneale, upon 
which it is ingame, Bog concentrate our attention. 

The lining membrane of this lower segment is not 
formed from the bypoblastic layer which develops into 
the primitive gut; it is primarily an epiblastic structure, 
and formed out of tissues which elsewhere develop into 
skin and subcutaneous tissue; these two originally distinct 
formations, the proctodeum and primitive gut, come into. 
contact and fuse together about the end of the fifth week, 
when the anal plate, which is gut on one side and skin 
on the other, becomes absorbed and disappears. The level 
of this plate in after-life is marked by the pectinate line, 
the line of Morgagni’s valves, the line of the upper border 
of the portion pervneale of the haemorrhoidal plexus. 

We are all, if we think about it at all, apt to consider the. 
lining membrane above the white line at the edge of the 
anal opening as mucous membrane—to look upon it as the 
same in structure as the mucosa above the pectinate line ; 


[2627] 


LEXTERNAL SPHINCTER, 
After Testut and Jacob, modified to show pectinate line, 
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little, if any, stress is laid upon the difference in anatomical 
books, still less upon the possible effect that this may have 
upon surgical work in this region, whilst in most writings 
dealing with operations the authors distinctly speak of it 
as “mucous membrane,” yet itis evident that there must be 
an essential difference, a difference not only in the internal 
membrane itself, but in that immediately underlying it, 
the layer in which this perineal portion of the internal 
plexus lies, in which it dilates, and from which it has to be 
removed. Are these two layers extending through two- 
thirds of the anal canal, from the white line below to the 
pectinate line above, mucosa and submucosa or modified 
skin and subcutaneous tissue ? 

At first sight this inquiry may seem unimportant, but 
the characters of the two sets of tissues differ widely; 
throughout the whole intestine down to the pectinate line 
the submucosal coat is the most resistant of all; it is from 
this in animals that the tough resistant catgut is made; 
it is through this coat that all sutures must pass upon 
which the surgeon may rely for anything like firm union 
between divided gut or for security against leakage after 
such operations as lateral anastomosis or gastro-enter- 
ostomy; or perhaps with most likeness to the operation 
under discussion, as gastrostomy, an operation in which 
union is sought between skin and internal intestinal wall. 
Satures carried merely through mucosa will cut through 
at once, sutures carried through muscular or serous coats 
will tear out as soon as or quickly after peristalsis is 
started; itis only if they grip the submucosa that they 
can be depended upon to maintain the divided intestinal 
wall in firm apposition either with itself or with the 
skin. The characters of subcutaneous tissue are almost 
the very reverse. This tissue is loose, easily torn, 
easily distensible; in its loose meshes vessels can easily 


dilate, whilst if cannot in the least be depended upon to: 


hold sutures. 

But if may be said that union between the two occurs 
so early in development that fusion between them is so 
complete as to result in a perfect transformation of these 
tissues down to the white line which marks the janction 
of what has now become skin and (apparent) mucosa. Is 
that so? Can we obtain any justification for such a view 
from avy other pathological change which affects this 
region? I believe that we cannot; on the contrary, if 
carcinoma starts in the lining membrane below the 
pectinate line it has all the characters of cutaneous carci- 
noma with eqaamous cells; if above, those of intestinal 
with columnar cells. So that from the embryological, 
developmental, and pathological points of view the pecti- 
nate line would appear to be of supreme importance. 

Fortunately we can appeal also to more direct evidence. 
Vertical sections of the rectum and anal canal show that 
the lining membrane of the anal canal up to the pectinate 
line is an atrophied and modified skin without hair 
follicles or glands, but still a true skin with stunted 
papillae, thin fibrous layer, and a squamous epithelium, 
essentially different to the mucous layer seen above this 
line. But it is extremely thin, very undeveloped, and as a 
tissue capable of holding sutures it is almost as unreliable 
as the subcutaneous tissue below it. 

There are one or two other anatomical features which 
are worth a moment's consideration : 

First, it will be noticed that the veins lying below the 
pectinate line empty through efferent veins, which are 
peculiarly liable to pressure; thus the lower efferent veins 
pass between the skin and the lower edge of the external 
Sphincter. In the sitting position, the one in which many 
men and women pass a great deal of their time, this 
pressure may easily become important, especially when 
the normal amount of fat about the part becomes absorbed, 
and we know in fact that piles are more common in those 
who pursue a sedentary occupation, in cyclists, horsemen, 
and clerks, and in these more often after than before 
middle life. The middle efferent veins pass directly 
through the external sphinctir muscle, any extreme con- 
traction of which must have some effect in delaying the 
venous flow, and this contraction, if persistently repeated, 
will prove a very efficient factor. The upper efferent veins 
pass through the internal sphincter, and then are liable to 
be compressed between the external sphincter lying below 
and the levator ani fibres lying above them. oth these 
must be especially effective in that form of chronic con- 


stipation associated with a loaded and distended rectum, . 





and, as a matter of fact, we find piles most frequent 
under such conditions. 

At the level of the pectinate line, moreover, the venules 
which. lie along the upper edge of the perineal portion are 
normally distended into small pouches—" ampoules,” ag 
Testut calls them; “glomeruli,” as they are termed by 
Bergmann—which form, says Testut,a sort of irregular 
crown around this part of the inner wall of the intestine, 
and it has been suggested that they are frequently the 
starting points for haemorrhoids. But it may be said that 
all this is well known and that if in operative works it is 
not mentioned it is because it is so well known as to be 
taken for granted. Possibly that may be so, but is 
full weight given to that knowledge in the directions of 
the author or in the action of the operator? If so, how is it 
that authors still advise the ligature method or the clamp 
and cautery, the principles underlying which simply 
ignore or contravene these facts? Or is it that there has 
been, as Maeterlinck says, afailure to connect, a sort of 
blind spot in the mental retina of those who advocate 
these methods and denounce the more radical one ? 

This “ failure to connect” is a very curious phenomenon ; 
we are all liable to it. It is very probable that even in 
this very address I may have overlooked some equally 
obvious connexion, but that does not invalidate the im- 
portance of the one which it has been my object here to 
render clear. 

From what has already been said, it will be evident that 
not much importance is attached to the classification of 
piles into interna), external, and mixed, since the actual 
position of a pile at any particular time is merely a question 
of development. All haemorrhoids lie originally above the 
level of the external anal edge, though in one case the 
veins first affected may be in the upper, in another in the 
lower part of the perineal portion; if in the lower, they 
will the sooner make their appearance outside; if in the 
upper, they may cause much discomfort before they are 
seen so long as the sphincter is closed, but they are all 
varicose dilatations at various points of the same network, 
produced in the same way, and amenable to the same 
treatment. } 

It is not necessary to say anything as to the diagnosis of 
piles; that is only too fatally easy—so easy, indeed, that 
every layman considers himself able to make it—but it is 
even yet, perhaps, wise to repeat the old warning against 
accepting such a diagnosis. It is a curious fact that in 
the last dozen cases sent to me for operation, in 2 there 
was inoperable cancer of the cervix, which had spread 
into the broad ligament; in 1 there was rectal cancer, 
whilst in another there was an impacted subperitoneal 
pedunculated uterine fibroid, without the removal of which 
any mere removal of the piles so produced would have 
been useless. In all cases one must repeat the old advice 
that, prior to any operation, careful rectal—and, in a 
woman, vaginal—exploration by a finger should be made, 
aided, in case of any doubt, by the dilating speculum or 
proctoscope. 

But, the diagnosis made, how do the previous state- 
ments affect the whole question of haemorrhoids ? 

In the first place, they explain the great readiness with 
which the dilating vessels expand—the layer in which 
they lie being connective tissue, which supports them but — 
feebly, and yields far more easily to their distensile force 
than would have been the case were it true submucosa. 

Secondly, they eapaenne the necessity for the removal 
of the whole perineal portion of the internal haemorrhoidal 
plexus up to and beyond the level of the pectinate line ; 
the removal or obliteration of individual members of this 
network by ligature or cautery cannot be considered likely 
to prevent recurrence, as all the other portions of this 
segment of the plexus remain under the same conditions 
as those which permitted the original dilatations; it is 
otherwise with the upper segment of the plexus, because 
that is supported by the tough true submucosal layer. 

Thirdly, they emphasize the necessity for freely 
loosening and bringing down the submucosa above the 
pectinate line. 

Those who object to the entire removal of this segment 
of the venous plexus do so because in the cases they have 
seen the sutures uniting the inner membrane, this mem- 
brane which we have seen is atrophied skin and sub- 
cutaneous tissue, with the more developed and therefore 
more resistant skin outside, have torn through the former ; 
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the remains of the inner membrane have retracted and 
exposed a ring more or less broad of raw subcutaneous 
connective tissue. This ring has necessarily healed by 
granulation and the formation of a wide area of scar 
tissue which has naturally contracted during the later 
stages; and so the—so-called—incurable anal stenosis has 
been produced. 

The whole later process is due to the tearing through of 
the sutures applied; such tearing through depends on the 
material through which the sutures pass; if that material 
is atrophied or non-developed skin or subcutaneous tissue, 
nothing else can be expected, but if the true submucosal 
coat above the pectinate line is loosened and brought down, 
a structure is obtained which may be depended upon to 
hold sutures for a sufficient time and with sufficient firm- 
ness to obtain direct union and to eliminate any possibility 
of a raw area. y 

Incidentally it may be interesting to note that the 
“sentinel” pile which marks the lower point of a 
“ fissure” is the torn-down end of one of these Morgagni’s 
valves, and that the reason of the acute pain felt in this 
condition is also to be found in the conformation of the 
anal canal, which has been described ; the torn-down valve 
exposes not submucous tissue supplied by the sympathetic 
system of nerves, but subcutaneous tissue in which are 
systemic nerves of sensation, the ends of which will be 
exposed by the dragging down of the valve, and in con- 
sequence the rational treatment is not simple division 
with a knife as is usually advised, which opens up fresh 
planes of raw, absorbent connective tissue, but division 
with a small electric cautery knife, which seals all lymph 
spaces a8 it divides them and at the same time kills any 
nerve end which may be exposed. 

I shall not discuss the details of the operation, but 
there are one or two points on which it may be worth 
while to spend a few moments. 

First, it is doubtful if sufficient stress is laid upon the 
preliminary dilatation of the sphincter, which is necessary 
in order to secure free evacuation afterwards. For this 
purpose I find a modification of Allingham’s instrument 
the most convenient. The long levers which I have added 
permit the actual dilatation to be made by the muscles of 
the surgeon’s own hand, which can thus accurately gauge 
the amount of force under which the sphincter will yield 
but not tear. The ratchet and screw which I have also 
added permits of the retention of any given amount of 
dilatation whilst the surgeon’s hand is resting. This part 
of the appliance must, however, never be used to wuolions 
dilatation, but only to maintain it. 

Secondly, as the dilated venous loops a most closely to 
the inner lining membrane they are easily cleared away from 
the loose subcutaneous tissue around the sphincter. All 
loops which have insinuated themselves between the 
outer skin and sphincter muscle must be removed, and the 
entire sphincter should be clearly defined before any 
— at transverse section of the collar so isolated is 
made. 

Thirdly, there must be no attempt to lock up the 
bowels after these operations. Faeces will have to be 
passed sooner or later. Which is the wisest, to secure the 
regular passage of small quantities which are soft and 
easily moulded, or to wait until these amounts have 
accumulated into large, hard, irregularly shaped masses, 
certain when they once come within the sphincteric grip 
to be forced through with all the reckless force which one 
knows will then be exerted? Which is the most likely to 
tear through the soft uniting line and to leave the raw 
surface which must cicatrize? 

It is true that such an authority as Sir Charles Ball, in 
his recent work on The Rectum, still advises that “the 
bowels should be confined unti the fourth day,” and that 
Bergmann, in his System of Surgery, one of the latest 
published, directs that ‘‘no action of the bowels should 
take place for eight to ten days, in order to prevent 
infection.” Surely anyone who gives such advice can 
feel no sense of security as to his mode of union, no 
certainty that his uniting tissues cover and may be trusted 
to continue to cover the whole area of possible raw 
absorbing surface. Looking back over what has already 
been said, it is éasy to see how this may be; if the sutures 
are passed through this unreliable tissue they are almost 
certain to tear through and raw patches become exposed, 
bat the true Whitehead operation properly ied out 





ensures that all round the anus tough submucosa will be 
united to skin, opposing an impervious barrier to an 
infective particles which are likely to come in contact wi 
it. It is not infection, but injury, against which we have 
to guard in the post-operative treatment. 

It is easy to keep this uniting line clean by warm 
mildly antiseptic douches after any ge of faeces; 
much easier than to protect the line of union of an entero- 
rrhaphy or gastro-jejunostomy from the equally infective 
material which must pass over them, and remain in con- 
tact with them immediately after those operations, yet to 
the surgeon, secure in his knowledge that the submucosa 
on all sides is firmly gripped by his sutures, no anxiety on 
this score seems ever to have occurred. 

The action of the bowels should therefore be ensured’ 
from the first by the giving of some mild laxative such as 
confection of senna, liquorice powder, or a saline. 

Of simple haemorrhoids operated upon by Whitehead’s 
method, I have had 127 cases—78 males and 49 females; 
the first of which I have any notes occurred fifteen years 
ago, though there must have been earlier ones. There 
has, of course, been no mortality; one can hardly conceive 
of death following such an operation at the present time 
in any suitable case. With one exception I have never 
seen any organic stricture following one of my own cases. 
I have, however, notiéed in some seven cases about the 
third week a thin contraction like a fine thread at the 
line of union. This is dilatable with great ease if detected 
at once, and once dilated does not return. It appears to 
be due to some idiosyncrasy on the part of the individual, 
since in 120 cases it never occurred. It is a matter of no- 
moment, since it is so easily remedied. 

The case in which organic stricture did follow was one 
simply due to faulty technique on my part. The patient 
was a man with old endocardial mischief; the anaesthetist 
was not very experienced, and during the operation it 
became evident that he was in difficulty and extremely 
anxious; the latter part of the work was consequently 
hurried ; the skin and submucosa were not well united; a 
month later the patient returned with a tight anus; the 
mucosa had evidently retracted and there was a well- 
marked ring of scar tissue around the lower end of the 
anal canal, a very typical example of the so-cajled 
“incurable organic stricture.” Fortunately my patient 
believed in me in spite of my bad work, and this time my 
anaesthetist was one who had had a large experience ; the 
necessary time being thus secured, the scar tissue was 
dissected out, leaving the sphincter and skin intact, after 
which the mucosa, of which there is always plenty, was 
freely loosened, brought down, and firmly fixed by sutures, 
which, passing through the tough submucosa, held it securel 
uniil healing was complete. This time the result was 
that could be wished, and no sign of relapse has since been 
seen; the anus has functionated perfectly. The last 
operation was eight months since. Since this case I have 
operated upon another, the primary operation having been 
done by another surgeon, in the same way with the same 
result. 

This, then, is the reply to the “incurable stricture” 
indictment. It is, of course, possible that, in consequence 
of some incredibly bad technique, a condition might be 
produced which might be beyond remedy, but such a result 
could not fairly be attributed to the Whitehead operation, 
whilst in most cases the removal of scar tissue, the free 
loosening of mucosa, and especially of submucosa, and its 
careful union with the skin below will ensure success. 

As to results, I have never, with this one exception, been 
asked to repeat the operation on the same patient, though 
frequently to perform the same upon some friend or rela- 
tion ; I cannot recall a case in which any further relapse has 
occurred, except one in which I had not entirely removed 
the whole perineal portion, and therefore had not carried 
out the principles now advocated ; it was one of my earlier 
performances, and I did not then realize theie importance. 
Bat every one knows that an operator sees the bad results 
of other men, and that other men see his, so I requested 
Mr. Braham, my house-surgeop, to ascertain, if possible, 
the present condition of some half-dozen hospital patients, 
taken indifferently, who had undergone this operation 
more than three years ago; whilst, at the same time, I 
wrote myself to a similar number of private patients ; this 
length of time was chosen on the one hand in order to 
allow sufficient time for any bad effects to show them- 
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‘solves, and on the other to get at hospital inmates who 
change their addresses with wonderful frequency. Unfor- 
tunately, the only one of this class from whom any 
response has come is from a relative of the patient, who 
appears to have died about a year ago, two years after 
operation, from some not mentioned disease. With private 
patients one is, of course, more fortunate. 

1. Male, aged 45, who ‘had suffered for six years. Operated 
February, 1907. Writes: ‘‘Never better in my life; no diffi- 
= = the bowels since; only wish it had been done years 

2. Female, aged 30. Operated May, 1906. Had piles for two 
ped commenced after second pregnancy. ‘‘Am perfectly 
well. 

3. Male, = 50. Operated June, 1907. Son writes: 
‘*Father died last month of pneumonia. So far as I know, 
he had no farther trouble in that way after you operated.”’ 

4. Male, aged 63. Operated June, 1896. Had suffered for 
mine years and was greatly enfeebled by loss of blood. Daughter 
writes: ‘‘ Father died in 1904, from ye pani (that is, eight 
years after operation) ; ‘‘ but was very well and hearty until six 
months before death ; he never had any more trouble with piles 
‘after his operation.’’ 

5. Female, aged 25. Operated June, 1905; three weeks after 
complained of some difficulty in defaecation; thin constriction 
mentioned above found and dilated. Writes: ‘‘Have had no 
further trouble with the bowel; have had three children, and 
‘am quite well.”’ 

6. Male, aged 22. Suffered with much pain but little haemor- 
‘rhage for two years. Operated November, 1903. Father 
writes: ‘‘ My son has gone out to Venezuela, and on last advices 
= well; so far as I know he has had no return of 
piles. 

And so I might go on; but these are probably sufficient 
‘to show that Whitehead’s operation, if properly performed, 
yields perfectly satisfactory results. 

To sum up, the points which it is wished to emphasize 
are: 

1. The radical method of obliterating the perineal 
portion of the internal haemorrhoidal plexus (Whitehead’s 
operation) is the one method which can be relied upon to 
prevent any return of the condition. 

2. In order to carry this out effectually the whole 
perineal portion of this plexus up to the pectinate line 
should be removed, and the submucosa beyond brought 
down and firmly fixed to the skin. 

3. Failure to do this is at the root of organic striciure of 
the anus following an operation. 

4, In many, at least, of the cases of organic stricture 
following operation, dissection out of the resulting scar 
tissue, freeing of the external sphincter, and bringing 
-down of the submucosal layer to the skin will result in 
& cure. 
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‘Some reference must first be made to the pathological 
anatomy of carcinoma recti in its relation to the nature of 
the operation necessary for removal of the growth. 

Rectal cancer, except in young subjects, sm not possess 
a high rate of malignancy. It is much less than that 
of the tongue, breast, or stomach, largely because the 
rectum is a “self-contained” viscus. Its mucous mem- 
‘brane is enclosed by muscular walls of some thickness, 
and it is further isolated by the strong fascia propria, one 
of the visceral layers of the pelvic fascia. Very extensive 
cancerous ulceration of the rectum frequently exists with- 
-out this fascia being invaded or transgressed. At its 
lower end where it joins the anal canal this isolation 
‘ceases, owing to the insertion of the levators, and 
lymphatic communication is here much freer along the 
intersecting muscular fibres. Hence cancer at the hee 
-end of the rectum infiltrates the surrounding tissues more 
quickly, and is more likely to recur after removal, how- 
ever freely this may be done. The a is better in 
— growths than in low ones. It follows, therefore, that 
in low growths no attempt must be made to save the anal 
canal or sphincters. To save the anus may be desirable 
enough from the point of view of the subsequent comfort 





of the patient, but it must not be allowed to endanger his 
safety, and should not be done if the lower edge of the 
growth is within 3 in. of the anus. 

Thearrangement of the lymphatics also helps to prevent 
or to delay widespread lymphatic invasion. After a very 
short course the pri lymph vessels end in a compact 
group of pre-sacral glands, and from these a definite 
narrow track leads upwards to the abdomen. Compare 
this with the tongue, where glandular metastasis occurs so 
very early, where there are numerous lymph vessels, 
anastomosing freely, leading to three groups of primary 
glands, which in their turn communicate freely with the 
glandular chains in the triangles of the neck. 

Rectal cancer spreads chiefly by local infiltration of the 
muscular and fatty tissues immediately subjacent to the 
growth. Close as they are, invasion of the sacral glands 
is not an early occurrence, and even when enlarged glands, 
that look malignant, are found in an excised rectum, their 
infection must not be taken for granted. 1 have frequently 
found that such glands on microscopic section prove to be 
only irritative. 

There is need of further investigation on this subject, 
but I think sections of all the glands from a series of 
rectal growths would prove that glandular invasion is not 
widespread in the — early enough to be operable. 

Further evidence of the spread of the growth by local 
infiltration is afforded by the mode of recurrence. Patients 
die either from local recurrence in the tissues around the 
scar or from metastasis in the liver. Out of six cases 
dying of metastasis in the present series, five recurred 
locally, one had both local recurrence and in the liver, and 
one metastasis in the liver only. I do not know of any 
case where the lumbar glands have been extensively 
infected. Emboli of cancer cells escaping from the primary 
growth pass much more readily into the venous blood 
stream than by the lymph path. 

The advocates of the abdomino-perineal operation main- 
tain that the radical scientific operation for rectal cancer 
demands not only the removal of the rectum and the pre- 
sacral fat and glands, but also the pelvic colon with its 
mesocolon and the secondary glands about its line of 
attachment. I do not think this is warranted by the 
evidence of the mode of spread and of recurrence in so far 
as they have been yet demonstrated. It rather tends to 
show that removal of the rectum, anatomically complete, 
together with the lowest portion of the mesocolon, is as 
likely to prove satisfactory as when the more extensive 
dissection is carried out. Iam not satisfied that removal 
of the whole pelvic mesocolon is necessary. This structure 
has a V-shaped attachment, the upper limb of which 
passes horizontally along the left lateral wall of the pelvic 
brim, over the iliac vessels inwards to the middle line to 
the sacral promontory. The attachment then turns 
vertically downwards along the front of the sacrum as 
far as its third segment, constituting the lower limb of 
the V. It is this portion which contains the emissary 
lymphatics of the rectum, and these, at the apex of the V, 
continue upwards into the retro-peritoneal tissue of the 
posterior abdominal wall around the bifurcation of the 
aorta, where complete removal is impracticable. The 
upper portion of the mesocolon does not contain the rectal — 
lymphatics, and the good results following its complete 
removal would appear to be due rather to the absence of 
invasion than to more radical extirpation attained 
thereby. 

The rectal growth tends to spread round the cir- 
cumference of the gut, rather than upwards or downwards 
to any great extent. In low cases the anal canal and skin 
of the anus occasionally become involved, and I have seen 
a secondary growth in the skin of the perineum 1} in. 
from the anal margin. Unlike rectum proper, ulceration 
of the anal canal is likely to be quickly followed by 
— infection—in this case, of course, the inguinal 
glands. : 

Of greater importance is the zone above the upper edge 
of the growth, and it is essential that a wide margin of 
apparently healthy tissue above the growth should be 
removed. This means that never less than 8 in., and in 
many cases 12 or 14 in., of bowel must be excised. Most 
operators would, I think, consider this sufficient in the 
case of the ordinary am cancer, but some of them 
doubt whether this can be done and the pelvic colon 
brought freely down except by the combined method of 
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operation. A photograph (taken during the operation on 
oo No. 20) shows to what extent the eden dam be 
brought down by the perineal route, and that it-does not 
appear to be necessary on this particular ground to have 
resort to the combined operation. It is different in the 
case of growths in the higher rectum almost out of reach 
of the finger or in the lower pelvic colon. 

Secondary nodules or ulcers in the submucous area above 
the primary growth are rare. This is noteworthy in view 
of certain investigations published by Mr. Sampson 
Handley! in his Hunterian Lectures last year. A con- 
tinuous microscopic section of bowel wall for 5 in. above a 
rectal cancer, normal in sana to the naked eye, 
showed in the submucous lymph plexus small collections 
of cells, taking on a muci-carmine stain, distributed at 
fairly regular intervals along the whole of the 5-in. section. 
Mr. Handley pronounces these to be cancer cells, but 
thinks they have undergone mucoid degeneration,and that 
“ permeation of the mucous plexus as a factor in dissemi- 
nation is probably limited in effectiveness by the habitual 
early degeneration of the cancer cells in this situation.” 
Farther investigation on this point is needed; meanwhile 
Mr. Handley concludes : 

(1) That in the muscular and peritoneal coats (where the active 
non-degenerated cancer cells are found) cancer invasion does not 
extend far from the primary growth, and (2) that effective dis- 
semination probably asa rule occurs through the meso-rectum 
or peri-rectal tissue opposite the primary growth, and this is 
the tissue which requires most carefal removal. 


W. J. Mayo,? in a review of 120 operations for rectal 
cancer last year, says: 

In our experience inoperable conditions asa rule have been 
due to local extension rather than to lymphatic,metastasis ... 
Hartwell collected records of 50 patients operated on by seven- 
teen New York surgeons, and found that local return was the 
rule in all cases that were not cured. 


The whole of the evidence obtainable from the study of 
the natural history of rectal cancer demonstrates that in 
operating upon it the freest possible local removal is 
essential, and that the local removal of a small growth or 
partial resection of the rectum with end-to-end suture is 
mischievous, and ought not to be undertaken. I have only 
done it once, and Nemesis was not slow, for the patient 
died in less than eleven months of local return. (Case 8) 


Dracnosis. 

Excluding ulcers and stricture of the rectum due to 
syphilis or gonorrhoea, I have met with two ulcerative 
conditions of the upper rectum or lower colon which have 
been mistaken for carcinoma. One is a chronic simple 
ulcer, with thickened base and enlarged glands, very 
similar to the ulcer of the pylorus, which is so difficult to 
distinguish from cancer. 


Case No. 33 was an example of this. I saw the patient with 
Dr. Watts of Hyde. He wasa not very healthy man of 63, who 
had had nephritis at 59, and subsequently temporary glycos- 
uria. He had all the symptoms of rectal cancer, almost 
constant desire to defaecate, with great tenesmus and passage 
of blood-stained mucus, which had been growing worse for 
nine months. The rectum was somewhat ballooned, and the 
finger distinguished muffled thickening high up, as though of a 
growth just beyond reach. I did not examine with a sigmoido- 
scope, as I should now, but I hardly think I should, even with 
it, have correctly diagnosed the condition. I explored the 
pelvis from an abdominal incision, found the pelvic colon and 
its junction with the rectum thickened and‘hard for an area of 
2to3in. The thickening was not so sharply defined or bulky 
as a carcinoma generally is, but I found several enlarged, hard 
glands in the mesocolon, and these led me to decide on excision 
of the pelvic colon and rectum. 

The patient recovered, had no further trouble with the 
rectum, and died in 1910 of Bright’s disease. Professor 
Lorrain Smith examined the specimen, and found it to be a 
non-malignant chronic ulcer surrounding the lumen, and the 
glands inflammatory. 


In spite of the innocence of the ulcer I think the excision 
was necessary, as the patient’s condition was most miser- 
able, and death from exhaustion was imminent. I have 
seen since a very similar ulcer, discovered post mortem in 
@ man dying directly after admission to hospital, but no 
history could be obtained. 

In the other variety of ulcer the edges project to such 
an extent that they may be described as polypoidal or 
hypertrophic. The ulcers are irregular in shape, generally 
— and are situated in the higher rectum and lower 
colon. 





In Case 34 (seen with Dr. Gardner, of Burnley) the edges of a 
large irregular rectal ulcer, though softer than usually found 
in cancer, were sufficiently thick and infiltrated to | to the 


diagnosis of a bs gar” Rae gmmone carcinoma. The rectum was. 


therefore exci ere proved to be several smaller ulcers 
above the large one felt by the finger, and in the pelvic colon, 
above the line of section, there were several polypoid excres- 
cences projecting like papillomata from the mucous membrane, 
about the size of peas, but not ulcerated. 

I saw @ second very similar case some months ago with 
Dr. J. J. Cox. 


These cases of hypertrophic ulceration in the upper 
rectum and lower colon are probably only a localized 
variety of the condition found throughout the large intes- 
tine in some severe cases of colitis. In a case of this 
nature in the infirmary last year the patient, a young 
man, died of exhaustion after four months’ intractable 
haemorrhage and mucous diarrhoea. The condition was 


complicated by a gastric ulcer. Appendicostomy gave no. 


relief, and was probably done too late. The whole of the 
large intestine was covered by polypoidal masses of 
varying size, many of them ulcerated. 


The sigmoidoscope is the best help in the diagnosis of 


cases of obscure haemorrhage from or too frequent action 
of the bowels with increased mucous secretion, where 
nothing can be felt per rectum by the finger. Unfortu- 
nately it only too-often happens that medi 
employed ineffectually for some months before sigmoido- 
scopic examination is suggested, and thus the invaluable 
opportunity of detecting an early carcinoma of the colon 
is allowed to slip away. 

The importance of a prompt digital examination of the 
rectum cannot be too strongly insisted on. My experience 
is that well over 50 per cent. of cases of rectal cancer that 
come for examination are beyond removal. This lament- 
able state of affairs is due partly to the insidiousness of 
the onset and the absence of symptoms in the early stages, 
partly to lack of observation on the patient’s part and his 
failure to seek advice, but also, in part, to failure of 
diagnosis because no digital examination has been made. 
This is particularly likely to occur if haemorrhoids have 
existed previously, or if the rectal tenesmus has set up a 
secondary prolapse of the anal mucous membrane, the 
minor anal condition diverting attention from the. graver 
concealed rectal mischief. 


SELEcTION oF CasES FOR OPERATION. 
As regards the extent of the growth Jacobson* sums up 
the position admirably thus: 


A growth thatis limited to the rectum, at whatever part it 
may be situated and however high it may extend along the 
course of the bowel, may be removed by one of the various 
methods of operation. Extension beyond the rectum to sur- 
rounding parts, as shown by fixity of the growth to the sacrum 
on the one hand or to the bladder, vagina, or uterus on the 
other, constitutes a contraindication to any attempt at a radical 
operation as a rule, but the degree of adhesion may be most 


difficult to estimate, and in doubtful cases the patient may him-. 


self choose to undergo an operation which may — be 
attended by unusual risk as long as there remains a fair chance 
of obtaining relief of symptoms and prolongation of life, 
although the chances of a permanent cure may seem to be 
poor. 

In doubtful cases an examination of the rectum under 
an anaesthetic is always pier oag as some cases which 
without it appear to be quite fixed (and therefore in- 
operable) will be found to be much less so when the tissues 


are relaxed and the growth can be freely manipulated and | 


the true amount of mobility determined. 
In many doubtful cases also, especially high growths, 


much is to be gained by an abdominal incision with the . 


patient in the Trendelenburg position. The state of the 
pelvis and the upper limits of the growth can be definitel 


ascertained, also the condition of the lumbar glands, and, . 


above all, the presence or absence of metastasis in the 
liver. This is the strongest argument in favour of the 
abdomino-perineal operation, and it should be carried out 
in very extensive and long-standing rectal growths where 
the possibility of excision is doubtful. Conditions for- 


bidding the radical operation may thus be discovered, and, 


if Sogeeeany: iliac colostomy may then at once be proceeded 
with. 

A growth, the base of which is firmly adherent to the 
sacrum, ought not to be removed, but ial or very 
limited adhesion need not contraindicate operation. 


Growths on the anterior wall which have become. 


treatment is. 
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LisT OF CASES. 
fused Date of Chief § 
: : ymptoms and : Present Conditio 
.No.| Sex. | Age. Operation. Situation of Growth. Duration. Method of Excision. Result. January, 1911. 0, 
ame 43 | Nov. 8, 1904 Lower pelvic colon, pro-|Tenesmus, constipa-| Sacral (with removal of | Recovery | Well. 
| ' lapsing into rectum tion, haemorrhage coccyx and part of | | 
| sacrum), end-to-end | 
} . suture, anus preserved 
2) M. 58 jAug. 12,1905 j|Involving whole cir-| Feeling of weight, fre-| Sacral with section of | Recovery | Well. 
| | cumference of rectal) quent action, loss of} sacrum, anus excised | 
} ' ampulla weight, anaemia. 6 | 
| | . months | 
3, F. | 60 | Feb. 20,1906 (Lateral, highin rectum | frequent action, hae-| Sacral, coccyx alone | Died 19th — 
} morrhage, 12 months | remov | day after 
: joperation* 
4\ M.| 53 |May9,1906 | Annular, pelvic colon,|Tenesmus 9 months, |Sacral incision (May 9), [Recovery | Well. 
| | prolapsing into rectum | haemorrhage, mucus |, abdominal resection | 
| (June 20), end-to-end | 
suture, anus preserved | . 
5| M. | 63 | May18,1906 | Rectalampulla, posterior | Haemorrhage, loss of | Sacral | Recovery | Recurred locally, died 
} and lateral walls = weakness, 4 i March, 1910 
| months 
6) M. | 64 | Feb. 1, 1907 Extensive posterior, ad-| Diarrhoea, haemor-| Abdomino-perineal ex-' Death 3rd —_ 
| t herent to sacrum rhage, wasting, ca-| cision of rectum and! day (col- 
| i chexia, 6 months pelvic colon with iliac lapse) 
| } | anus 
7, M.} 64 j Aug. 6,1907 | Anterior and left wall,| Pain, later haemor-| Sacral | Recovery | Well. 
} j | adherent toleftvesicula| rhage, 6 months | 
| j seminalis 
8| M. | 54 | Sept. 11, 1907 | Tuberous; high Haemorrhage, rapid | Sacral(end-to- end suture, | Recovery | Recurred rapidly, died 
H emaciation,4 months} leaving anal canal) Aug. 2, 1908 (iliac 
} H . colotomy, May, 1908). 
9| F. | 38  Oct.14,1907 | Posterior 14 in.diameter,| Haemorrhage, later | Abdomino-perineal ex- Recovery | Well. 
i low tenesmus, frequent! cision of rectum and | 
micturition pelvic colon with iliac 
} anus 
10 M. | 34 | Nov. 28,1907 | Posterior and right wall,; Tenesmmus 6 months,| Sacral | Recovery | Recurred locally, died 
| | low haemorrhage 3 months March, 1909 
11' M. | 66 | April16,1908 | Anterior and lateral wall,| Discomfort, frequent | Sacral ‘Recovery | Recurrence seeaity and 
! | 24 in. diameter, in| action, mucus ! in liver. 
| | H ampulla 
12; M.j| 51 | July 7, 1908 Anterior and left wall| Tenesmus, slight hae-|Abdomino - perineal Death, — 
1 | | adherent to recto-| morrhage, no wast-| pelvic colon and rec-, 60}lours 
} | vesical pouch ing, 8 months tum (one operation) | (collapse) 
| } Nite yz 
13| F. | 53 | Dec. 23, 1908, | Involving three-quarters | Weakness, frequent | Abdomino- perineal in | | Recovery Well. 
| and Jan. 1,| ofcircumference,partly| action, haemorrhage,| two stages. Pelvic 
} 1909 fixed 12 months ag Dec. 23; rectum | 
an. | 
14, F. | 49 | Feb. 15,1909 | Right wall, circular, 2in.| Pain after food, fre- Sacral, anus gluteal | Recovery Well, anus not satis- 
diameter quent action, 8 months H factory 
\ | 
15| M. | 43 | April 22,1909 | Lateral and posterior | Chronic constipation, | Perineal, preserving | Recovery Died Aug., 1910. Kink- 
| | walls, high slight feeling of| sphincter ani ing of small intestine, 
| weight, 1 month | one small recurrent 
| | nodule in front of 
| : | sacrum 
16, M. | 45 | Oct. 26,1909 | Low, growing rapidly,in-| Frequent action 4/ Perinesl Died, ssi 
| volving anal canal months, pain 2 3 days 
| } : : months | (sepsis) 
7) M. | 59 | Nov.8,1909 | Low, lateral, involving | Piles 30 years, loss of | Abdomino-perineal(com-| Died, — 
levator ani, infiltrating| weight and appetite,| plete in one stage) | 4th day 
es tissue and| 3 months | 
| glands ‘ 
18 | M. 52 | Jan. 3, 1910 Low, anterior, adherent| Frequent action 5) Perineal, anus memowed. | | Recovery | Well. 
to perineal body months, haemorrhage| sigmoid sutured to skin | 
| p } 3 
19, M. | 63 | Feb. 22,1910 | Low, almost surround-| Sciatic pain 8 months, | Perineal, ditto | Recovery | Died July, 1910, meta- 
| ing ampulla tenesmus 2 months stasis in liver 
20| F. 53 | March 21,1910| Low, anterior, involving | Feeling of weight, 6/ Perineal, anus removed, | | Recovery | Recurrent nodule re- 
vaginal septum months, frequent! sigmoid sutured to skin | moved Dec., 1910, from 
| action posterior end left 
labium. 
21, M. | 53 | Aprilll,1910 | Low, anterior, adherent | Duration not noted,| Perineal, extensive re- | i — 
| j to prostate, ulceration] great pain moval of peri-anal tis- 
spreading down anal sue 
canal and beyond mar- | 
gin of anus 
22| M. 41 | April 14,1910 | Posterior and lateral/ Never constipation,| Perineal, preserving | Recovery — 
| walls, high frequent action 18| sphincter | 
| months, no pain | 
H } . throughout 
25 | F. | 57 | May23,1910 | Posterior, large, not} Pain, tenesmus, 15| Perineal. removing anus | Recovery —_— 
| | adherent months | 
244; #F. 41 | May 31,1910 | Anterior, low 6 months’ discomfort, | Perineal, removing anus | Recovery _— 
| cligine 3 months’ bleeding | 
2 F. | 44 | June 15,1910 | Anterior, high 18 months’ pain, oc-| Perineal, preserving , Recovery | Convalescence delayed 
| | casional haemorrhage | sphincter , presacral suppura- 
ion. 
26| M. | 38 | Aug. 24,1910 | Posterior, low 4 months’ pain, hae-| Perineal, incomplete re-| Died 17th _— 
| | | morrhage moval, lymphatic ves-| day (sup- 
| | sels and glands being; puration 
| infiltra: = above sacral | ae 
romontor austion 
27| F. | 45 | Aug. 31,1910 | Circular, high 12 months Pm mee P | Died 27 aes 
; | ‘hours 
| | : : (shock) 
28, M. | 35 | Oct.12,1910 | Posterior and lateral, | 2-3 months’ pain, feel-| Perineal, preserving | Recovery — 
| | high ing of weight sphincter 
29 F. 40 | Oct. 15,1910 | Anterior, low months’ alternating | Perineal,anus removed | Recovery — 
4 ’ 7 ooseness 
50; M. | 47 | Oct, 22,1910 | Circular, junction of rec-| Duration not noted, | Perineal Died 11th — 
} tum and pelvic colon.| great emaciation : day, ex- 
| Extensive, partially ad- haustiont 
herent to sacrum 
31 | M.; 58 tase 21,10 | Left lateral, low Piles 18 months, hae- | Perineal Recovery {| Had thrombosisof both 
morrhage 4 hours saphena veins during 
| | : convalescence, 





* Pneumonia following cellulitis round sacrum. 


t Had copious renal haemorrhage from third day after operation. 
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LiIsT OF CASES (CONTINUED). 
Cases operated on for Non-malignant Conditions. 
mh te | - 
— Date of s : Chief Symptoms and sos { Present Condition, 
No.| Sex. | Age. | Operation. | Situation of Growth. Duration. Method of Excision. | Resul6, January, 1911. 
| | | 
32| F. | 64 | sia 8,1905 |Adenomata, covering | Prolapse, tenesmus, | Sacral | Recovery | Well. 
| lower rectum and anal; haemorrhage, 2 years } j 
| canal | 
3 M. | 63 | Dec. 13 and 20,| Chronic, infiltrated ul-| Frequent action, pain, | Abdomino-perineal in 2 Recovery Died May, 1910, of 
| | 1907 ceration of lower pelvic | haemorrhage stages. Colon Dec. 13, | | Kright’s disease. No 
H | | colon, with enlarged Rectum Dec. 20 | ' recurrence 
| | hard glands | 
4; M. | 48 | aprit 25 1910 | Multiple‘‘hypertrophic” |Frequent slight hae- | Perineal. small polypoid | Recovery ed 
} | ulcers in higher rectum | morrhage, 6 months scattered papillomata | ' 
| and pelvic colon in colon, above lise of 
| - section 
! 











Summary. 


Sex.—Males 22; females 12. 

Ca to 40 years, 5; 40 to 50 years, 9; 50 to 60 years, 11; 60 to 66 
years, 6. 

Mortality.—Operations 34. Deaths 8. Percentage 234. 

Cause of Death after Operation.—Five died within three days, of 
shock or sepsis; 1 on the eleventh day, of exhaustion (renal haemor- 
rhage); lon the seventeenth day, of exhaustion (suppuration) ; and1 on 
the nineteenth day, of exhaustion (suppuration and pneumonia). — 

Method of Excision.—Sacral, 11 operations, with 1 death. Perineal, 
17 operations, with 4 deaths. Abdomino-perineal with excision of 
pelvic colon and permanent colostomy—(a) At one sitting, 4 operations, 
with 3 deaths ; (b) in two stages, 2 operations, with no deaths. 


adherent to the prostate ought to be left alone. This 
is the most unfavourable position for a growth, and quite 
small ones may for this reason prove beyond removal. 
A growth above the prostate on the anterior wall is more 
favourable, where it is a question of implication of the 
recto-vesical pouch of peritoneum. 


Case No. 12 had been pronounced inoperable on account of 
the amount of fixation, but, after ascertaining the precise 
extent of the growth through an abdominal incision, it was 
removed with comparative ease by making a trausverse incision 
through the peritoneum on the posterior wall of the bladder— 
in front of the recto vesical pouch. 

In Case No. 7 the left vesicula seminalis, to which the growth 
was adherent, was cutaway. The patient, 64 years old at the 
date of the operation, three and a half years ago, wrote recently 
that he is well and ‘“‘ quite wonderful.”’ 


The general condition of the patient must obviously 
weigh largely where such a grave operation is concerned 
in persons at or beyond middle age. But at such an age 
patients are not apt to be altogether healthy, and too much 
stress ought not to be laid on factors apparently unfavour- 
able to operation. 


Thus the patient in No. 11 was in many respects most un- 
suitable for operation—66 years old,a man who had weighed 
18 st., who was of convivial disposition and had had glycosuria. 
Yet none of the cases did better after operation, and he enjoyed 
life for two years afterwards, though now, unfortunately, he 
has recurrence locally and a huge metastatic liver. 

No. 33 also had had acute nephritis four years previously. 


Operation should be advised if there is any possibility of 
removing the growth, however bad if may appear. I have 
in this way done several cases pronounced inoperable by 
other surgeons, because in some of the worst and ap- 
parently hopeless cases the result has been excellent. I 
think surgeons who have had a wide experience of the 
operation would bear me out in this. Of course it 
means sacrificing statistics, for most of the fatalities 
have been after operations in such bad cases, but there 
is no greater hindrance to progress than a too careful 
eye on statistics. 


PROGNOSIS AFTER OPERATION, IMMEDIATE AND REMOTE. 

A substantial death-rate is inevitable in an operation of 
such magnitude as excision of the rectum, undertaken in 
patients no longer young, who are often weak and wasted, 
in a part which cannot be kept absolutely aseptic and 
where therefore there is a “facility for shock, haemor- 
rhage, cellulitis, and peritonitis.” Tattle‘ found the 
mortality to be 20 per cent. in a collection of 1,578 ex- 
cisions performed by various methods. Kraske’s later and 
more favourable statistics show 5 deaths in 51 operations 
performed by the sacral route which goes by his name. 
The brothers Mayo? had 20 deaths in 120 operations per- 
formed between 1897 and the end of 1909—a mortality of 
16 per cent.—but in 44 operations in the last two years of 
this period there were only 4 deaths (9 per cent.). 


| 
| 





Results of Operations for Cancer performed over Two Years.—Number 
of operations, 14. Died from operation, 3. Died from recurrence, 4 
Alive aud well (January, 1911), 7. 

Duration of 7 Cases well after Two Years.—1 after 64 years; 1 after 
My years; 1 after 43 years; 2 after 34 years; and 2 between 2 and 

years. 

Recurrence—Site and Duration (6 Cases).—Local: 1 (No. 5) lived 
33 years after operation ; 1 (No. 8) lived 11 months —partial excision and 
rapid growth; 1 (No. 10) lived 16 months —aged only 34; 1(No. 15) lived 
16 months—death from acute obstruction, one small recurrent nodule 
in pre-sacral tissue. Local’and Liver: 1 (No. 11) still living—2?} years. 
Liver: 1(No. 19) 5 months. 


In the present series of 34 cases there were 8 deaths— 
a mortality of 234 per cent. I make no apologies for this,. 
for I have operated whenever it was in any way possible 
to remove the growth and the patient chose to run the 
very serious risk. 

Eleven cases were operated on by the Kraske method’ 
with 1 deatb, and 17 by the perineal route with 4 deaths. 
The latter have been done during the last two years, and 
the greater death-rate should not be attributed to the 
method of operation, but rather to the fact that more 
advanced cases have been operated on, and that the- 
bowel and glands have been removed at a considerably 
higher level than in former years. Three of the deaths: 
were in cases where, by the combined abdomino-perineal’ 
method, the whole rectum and pelvic colon were removed. 
They were all in men, where the extent of the growth 
necessitated the more extensive operation done at one 
sitting, and undoubtedly the extent of the operation 
proved too much for them. They, along with two of the 
perineal case, died within thrce days of shock, or one, at: 
least, from acute sepsis. The other three deaths were 
from exhaustion—two from continued local suppuration- 
on the seventeenth and nineteenth days. The third’ 
(No. 30) was a very extensive growth in a weak,. 
emaciated man. Much blood was lost at the operation 
from a branch of the internal pudic vessels, divided close 
to the main trunk, which retracted within the pelvic 
fascia. On the third day the bladder became suddenly 
distended with almost pure blood, originating in the 
kidneys, and this haemorrhage persisted more or less till 
death on the eleventh day. 

As regards statistics of recurrence, if the German 
standard that cases well at the end of three years after 
an operation for cancer are to be regarded as cured be 
adopted, the present list shows, in ten operations per- 
formed longer than three years, 2 patients died after 
operation and 3 of recurrence; 5, half the number, are now 
alive and well, 1 after six and a quarter years, 1 five and 
a half years, 1 four and three-quarter years, and 2 three: 
and a half years. 

The series is too small to do more than indicate the 
efficiency of the operation, but the results are better than 
those obtained in cancer in other parts of the body, and 
jastify usin assuring a patient with rectal cancer that, if 
he submits to operation, be has four chances out of five of 
recovering from it, and, if he is caught fairly early, quite 
a good chance of surviving some years without recurrence. 


MgrHop or OFERATION. 

The combined abdomino-perineal operation was first 
introduced some years ago as the ideal radical operation 
for rectal cancer as fulfilling all the requirements of 
modern cancer surgery—that is, the widest possible 
removal of the organ containing the growth, together with 
the complete ]ymphatic track leading therefrom and the 
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primary and secondary groups of lymph glands. My 
present experience leads me to conclude that: 

1. Extension of the growth is chiefly by local infiltration, 
not b ie metastasis. 

2. 5 tic invasion once spread above the sacrum 
would not be likely to be eradicated by removal of the 
pelvic mesocolon. 

3. The operation involves a greater risk, especially in 
men, where the narrow pelvis, often along with much fatty 
tissue, makes its performance more difficult. Men do not 
stand the shock so well as women. 

4. In ampullary rectal cancer the operation by the peri- 
neal route gives complete removal of the rectum and 
perirectal tissue. Also by it 12 inches of bowel at least 
can be removed, and it therefore satisfies all reasonable 
requirements. 

I do not think that the combined operation as the 
routine method in cases of rectal cancer is justifiable. It 
is indispensable in some cases and advisable in cthers, and 
doubtless will be more frequently done and with less risk, 
more especially in women, as it becomes more extensively 
known and its technique improved by experience. It 
ought to be done in growths situated in the lower pelvic 
colon and at the junction with the rectum, and, as an 
exploratory measure in the first place, in growths lower 
down where long duration renders it probable that 
metastasis in liver or in retroperitoneal tissues has 
occurred, or where from the great extent of the growth its 
removal is doubtfal. Then if removal is found practicable 
it can be effected more easily and satisfactorily by this 
method. 

Six operations in the present series were abdomino- 
perineal ; the first was done just four years ago. Three 
of them were males in whom the growth was unsuitable 
from its extent for the low operation. These all died 
within three days. The fourth was a female with a 
smaller growth, who had little shock and made a rapid 
recovery. In the other two cases—No. 13, a woman with 
very extensive growth, and No. 33, an unhealthy man of 
‘63, where the lower pelvic colon was involved and where 
the diagnosis had to be completed by examination through 
an abdominal incision—fearing the complete operation at 
one sitting would prove fatal, I did it in two stages, a pro- 
ceeding suggested to me by Mr. Butlin’s method in tongue 
cases. At the first sitting the pelvic colon and its meso- 
colon were excised, the upper divided end of the bowel was 
brought out to form a colostomy, and the lower end, having 
been securely stitched up, was tucked down in the pelvis. 
A week later, when the bowels were acting satisfactorily 
and the patient had recovered from the previous stage, the 
rectum was excised from below. Both these patients made 
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his p ing has also suggested itself to others. Mr. 
Edward Deanesly® has lately discussed it, and Mr. C. H. 
agge® mentions one case of his own ‘and one of another 
surgeon’s in which the divided lower end of the colon had 
sloughed in the pelvis, causing fatal peritonitis. Probably 
@ portion of the colon must have been left at the first 
stage, as for the rectum only its blood supply from the 
middle haemorrhoidal arteries would probably have 
-sufficed. ; 

It may be objected to this method that the end of the 
lymph track is removed first, leaving the primary growth 
with cut lymphatics for a week, during which embolic 
cells may be poured out into the surrounding tissue. In 
tongue or breast operations this would be a most serious 
“objection; here, where lymphatic invasion beyond the 
‘sacral glands is slow and infrequent, it does not appear to 
have great weight. 

The two-stage method will, I think, be found useful in 
some cases where the patient’s general state or the local 
-conditions would make the complete operation at one 
sitting too dangerous. 


The Operation from Below. 

All the earlier operations in the series were done by the 
sacral route—essentially the Kraske operation. Two years 
ago, influenced by the writing of Sir Charles Ball and 
some of the American surgeons, I tried the perineal 
method and have since continued to use it. The sacral 
incision, opening up the left sacro-sciatic foramen, gives 
-an excellent view of the back of the rectum up to a 
-certain point, but I find with the patient in the exaggerated 





lithotomy position and a mesial incision in the perineum 
that— 


1, A'better view of the upper part of the pelvis, as far as 
the sacral promontory, can be got. This facilitates a 
higher division of the fat and tissues in the mesocolon, 
and though the Kraske operations resulted in 50 per cent. 
of so-called cures, I am sure that the operations of the 
last two years have been more complete, and ought to show 
even better results as regards recurrence when the time 
comes for them to be collected. 

2. The freeing of the pelvic colon is rendered easier. 
Thus the new anus can be kept in the normal position, 
and experience shows this to be better than the sacral or 
glatealanus. The sacral anus, situated directly below the 
prominent ridge of the lower border of the sacrum, which 
stands out more after the coccyx has been removed, is on 
a depressed and uneven surface, and is difficult to manage 
afterwards. Being in a rigid position, where it cannot 
retract between the folds of the buttock, it is also more 
liable to accidental leakage if the faecss are soft or fluid. 

3. Separation from the prostate is easier by the perineal 
route, and the early opening of the peritoneal cavity 
through the recto-vesical pouch in frontrather than higher 
up on the lateral walls makes the later stages easier. 

4. The lateral sacral incision takes longer to heal than 
the perineal one. After the latter, healing practically by 
first intention occurs not unfrequently. I reckon three 
weeks as the average time before the patient can get 
about after the perineal operation, whereas by the sacral 
method it used to require five. 

5. The perineal position is preferable for the adminis- 
tration of the anaesthetic and the prevention of shock. 

Some points in the operation may be' briefly noted. The 
exaggerated lithotomy position means elevation of the 
pelvis until the perineum is horizontal. This is done 
partly by tilting the table, partly by a large sand pillow 
under the lumbar spine. To prevent the patient slipping 
down the sloping table, padded straps are passed over 
each shoulder and fastened to the leg supports at the 
foot of the table. 

The rectum is finally washed out before the pelvis is 
elevated. A long sausage-shaped B gor pad soaked in 
1 in 500 biniodide spirit is introduced into the rectum, its 
end projecting some inches from the anus. A circular 
incision round the anus is deepened beyond the external 
sphincter, and the anus, thus separated, is firmly secured 
to the pad by a double cruciform suture of thick silk, 
taking a good hold on the sphincter, so that it will not tear 
away even if some traction is made on the pad. This is, 
of course, where the anus is to be sacrificed. In some 
cases I have preserved the sphincter, splitting it by a mesial 
incision fore and aft of the anus, and then dividing the 
upper end of the anal canal, as advocated by Ball. In one 
female patient I divided the sphincter once only, pos- 
teriorly, but in men there is not sufficient room unless the 
incision is carried forward in front of the anus to the 
centre of the perineum. 

In cases in which the anus is thus saved the reunited 
sphincter regains some power, but not sufficient to make the 
anus quite efficient. Its voluntary grip grasps quite per- 


ceptibly the examining finger, but will not close the anus ~ 


completely. In these cases, also, a projecting sharp-edged 
septum is apt to form above the anus at the line of suture 
of the pelvic colon with the anal canal, which rather tends 
to contract the orifice. The patient can, however, easily 
keep it in order by the occasional introduction of the 
finger. My experience is that the anus with the sphincter 
preserved is not greatly better than the perineal anus 
where it has been removed, and, asI have said before, 
I regard the saving of the anus as dangerous except in 
high growths. 

The mesial incisicn is carried back to the lower part of 
the sacrum and the coccyx is removed. The mesial raphe 
formed by the junction of the levatores seni between the 
anus and the coccyx is divided, and the finger is passed 
round the rectum on each side above the levators, which 
are divided by scissors well outside their insertion into the 
rectal wal]. Ia growths impinging on the ana! canal the 
levators should be divided farther away still near their 
origin from the white line of the pelvic fasca, and it. is 
also wise to remove some of the ischio-rectal fat surrounding 
the sphincters. 

The rectal fascia immediately deeper than the levators 
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is next divided. It has a very definite horizontal attach- 
ment to the front of the sacrum at the level of the third or 
fourth segment, between the origins of the “ rectal stalks” 
of Professor Elliot Smith. My friend, Mr. T. W. Todd, 
has kindly made dissections showing this attachment, as 
little notice is taken of it in anatomical textbooks. The 
fascia holds the rectum in position, and until it is divided 
the rectum does not begin to come down at all. The fat 
and tissue can now be cleared from the front of the 
sacrum, and this should be done rapidly with the fingers 
as far up as the promontory. A swab is now inserted to 
check the oozing and the separation of the rectum from 
the prostate is proceeded with. This is sometimes rather 
difficult, and here also the finger is the best dissector. A 
metal staff should be inserted in the urethra as a guide. 
The peritoneum is opened through the recto-vesical pouch, 
and its lateral reflections on to the rectum divided with 
scissors. The lateral connexions of the rectum are then 
gradually separated with the finger. In doing this the 
superior haemorrhoidal artery is isolated and clamped, 
and the large lymphatic vessels passing up over the pelvic 
prim may be defined. These I usually pull on until they 
break off, and they thus come away at a higher level than 
would otherwise be reached. The tissues from the sacral pro- 
montory forwards towards the colon are thus teased through 
—bit by bit. This separation is through the lower part of 
the mesocolon, and results in the freeing of the long loo 
of the pelvic colon, which then comes down readily, an 
the rectum will now be found to hang free, well beyond 
the skin level. This freeing of the colon is imperative for 
the success of the operation, for otherwise its cut end 
cannot be united to the skin around the anus without ten- 
sion. It has been said that the colon, thus brought down, 
is iable to slough, but I have never seen this happen. 

I wish to lay stress on tho use of the finger in dissecting 
out the rectum and tearing through the mesocolon at the 
upper limit of the wound. Its use enables one to pass more 
easily along the fascial planes, which are the true anatomi- 
cal boundaries of the viscus, and thus ensure its being 
removed completely, with the perirectal tissue and 
lymphatics intact. Other advantages are the division of 
me mph trunks at a higher level, and the avoidance of 

ing. 

After the rectum is cut off and removed the divided 
peritoneum must be sutured to make a new pelvic floor, 
and it should be stitched to the front of the colon at the 
proper level, so as to prevent adhesion of the small 
intestine, which will subsequently occupy the pelvis. 

Silkworm-gut sutures, passing a are introduced 
along the line of incision but not tied. The cut end of the 
colon is then sutured to the skin on each side of the 
former anus by a continuous silk suture, taking a good 
hold of the bowel wall, but not drawn too tightly. The 
anal circle of sutures is completed in front and behind 
after the silkworm-gut sutures have been tied. If the 
sphincter has been preserved its ends must be carefully 
sutured, in front and behind the anus, by buried catgut 
stitches. A large drainage tube is inserted posteriorly, 
passing to the hollow of the sacrum, and a second smaller 
‘tube into the perineum in front of the anus. 

The amount of shock after the operation varies greatly, 
aud is sometimes astonishingly small. The elevation of the 
pelvis and legs in this method certainly helps to diminish 
the shock, and constitutes one of its greatest advantages. 

The disadvantages of the artificial anus, wherever it 
may be situated, can be very largely mitigated by careful 
management, The chief care must be not to let the 
bowels become loose, and this can be done by attention 
to diet. A tumbler of hot water, alone or with salines, 
taken on waking ensures emptying of the colon within 
an hour before the patient dresses. After cleansing, a 
T-bandage with a pad is put on and worn through the 
day. Some patients have no further movement of the 
bowels till next morning; others have a second evacuation 
after the evening meal, necessitating a second dressing. 
But, unless the faeces are allowed to become fluid, no 
inconvenience occurs, and the patient can go on doing 
his work and enjoying life. 
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SOME PRACTICAL POINTS IN OPERATING ON 
THE KIDNEYS AND URETERS.* 


BY 
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A WELL-PLANNED operation on the kidney should satisfy 
the following requirements: The kidney should be 
ex in such a manner that it can be not only palpated 
and inspected, but completely isolated from its surround- 
ings and drawn outside the body. In the term “kidney” 
I include forthis purpose the pelvis and first two inches of 
the ureter. Nothing less than such a complete exposure, 
or the possibility of effecting it if required, will enable the 
— to deal satisfactorily with all contingencies. 
though the kidney may be approached from the back, 
the side, or the front, the posterior or lumbar route is not 
only the most direct, but the only route which is capable 
of being applied to any and every condition, and which is 
capable of meeting fully the postulated requirements in 
every case. Practically all surgeons are now agreed in 
accepting it as the normal route; and although special 
circumstances may in a few cases lead to the choice of the 
anterior or lateral abdémina! approach, I shall not discuss 
this method here. 
*« With regard to the position of the lumbar incision there 
is still considerable variety of practice. Although the 
twelfth rib on the left side crosses the kidney almost in its 
centre and on the right side only slightly above it, and is, 
therefore, the most natural and conspicuous guide to it, 
nearly all the incisions described and recommended in the 
textbooks lie below and outside it. Most of them begin 
near its tip, and extend outwards and downwards towards 
the iliac crest. By such incisions only the inferior pole of 
the kidney is actually exposed in the upper part of the 
wound, and complete access is only obtained by dislocating 
the organ downwards—a matter of considerable difficulty 
when the pedicle is short and the patient big or obese. For 
this reason, therefore, I think it better to make the normal 
incision directly over the twelfth rib, and to excise the 
whole length of the latter from the tip to the angle. By 
the “normal” incision I mean an incision capable of 
meeting all contingencies, especially the contingency of 
nephrectomy. Where the operation is planned merely for 
the fixation of a movable but otherwise normal kidney, an 
incision in the costo-vertebral angle without rib resection 
is, of course, sufficient, because in such cases the kidney 
is not enlarged, and its mobility makes it easy to dis- 
locate or deliver it from the wound. Removal of a portion 
of the twelfth rib for the purpose of obtaining better 
exposure of the kidney is, of course, a well-known method, 
but it is mentioned in textbooks merely as an addition 
or afterthought to one of the ordinary lumbar incisions. 
This procedure is nothing like so efficient as a deliberate 
resection of the whole rib by an incsion in the 
same line and immediately over it. By this method the 
kidney is exposed in the centre of the wound and the 
upper pole is rendered easily accessible both to sight and 
touch, and however fat the patient or deep the wound, the 
whole kidney, including the pedicle, can be dealt with in 
any manner required. The importance of this point will 
be sufficiently obvious to any surgeon who has encountered 
the difficulty of securing the pedicle in the course of a 
nephrectomy where the kidney lies high up under the ribs 
far above the line of the ordinary incision. The objection 
which will, of course, be made to the method I advocate is 
the danger of wounding the pleura. It is true that it is 
easy to wound the pleura in removing the rib, but it is 
just as easy not todo so. Even if a small puncture occurs, 
it is easily repaired, and although this has occurred to me 
on several occasions, I have found no ill results from it. 
In this position the two parietal layers of pleura are close 
together, only an insignificant quantity of air is admitted, 
and the lung does not collapse. If the rib is detached with 
ordinary care, the lower edge of the pleura is exposed snd 
the edge of the lung seen moving up and down within it. The 
deeper part of the incision is made below the edge of the 
pleura in a position corresponding to the lower edge of the 
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rib, care being taken to leave the twelfth dorsal nerve and 
vessels uninjaredabove. Making theincision in this manner, 
I find it possible fully to isolate and expose the kidney in 
about five minutes. { have employed the method as the 
normal routine for the last ten years, and I am convinced 
of its superiority to the ordinary lumbar incisions. 

Another practical point of importance in kidney opera- 
tions is the posture of the patient. The lumbar operation 
is usually practised with the patient lying on the sound 
side with a pillow under the loin and the uppermost leg 
fully flexed at the knee and hip. Apart from the difficulty 
of securing the patient in this position and preventing the 
tendency to slip, it is frequently very difficult in a stout 
patient to get a sufficient interval between the last rib and 
the crest to obtain good access to the kidney. In women 
the great width of the hips adds to this difficulty. When 
some years ago Edebohls devised the procedure known as 
decapsulation of the kidneys for albuminuric conditions, 
he found it necessary to operate rapidly and to apply the 
procedure to both kidneys. For this purpose he placed 
the patient in a completely prone position, with the 
pelvis resting on a large cylindrical air cushion. Pressure 
being removed from the abdomen by this means, dia- 
phragmatic breathing proceeds easily and thoracic move- 
ments are not much impaired. The head is turned to one 
side and rests on a small sandbag. The arms are folded 
across the chest, with the elbows flexed to a right angle. 
In this posture I have found that patients take the anaes- 
thetic well, and the anaesthetist finds little difficulty in 
administering either chloroform or ether. From the 
surgeon’s point of view I find the prone position a great 
improvement on the lateral. It is a position of natural 
equilibrium and stability, and requires no assistants to 
maintain it, as the lateral position does. The exposure of 
the loin is, of course, far more perfect, and the whole 
operation is greatly facilitated by the directness of the 
exposure. Lastly, the feasibility of bilateral operations in 
the prone position is a point of great practical importance. 
Bilateral decapsulation I have had few opportunities of 
practising, and, though the results in one case appeared 
surprisingly successful, it does not appear to me to be an 
operation with a great fature. Bilateral fixation of movable 
kidneys has been extensively practised. Without discussing 
that highly debatable subject, I may point out that if a 
surgeon wishes to perform a double nephropexy, the prone 
posture of E iebohls greatly facilitates the procedure. To 
place a patient first on one side and then on the other, 
performing an operation on each, is a very different thing 
from having both sides easily accessible and completing 
both operations with hardly any disturbance of the field of 
operation from start to finish. Time, shock, and risk of 
failure of asepsis are all reduced to a minimum. 

The advantage of being able to expose rapidly and 
examine both kidneys at one operation in the prone 
position is a point to which I wish to direct particular 
attention. It might be thought that the use of radio- 
graphy and of the ureteral catheter would render a 
bilateral operation seldom necessary. There is no doubt 
that these and other resources of modern urinary diagnosis 
enable us not only to localize and define the majority of 
pathological conditions affecting one kidney or ureter, but 
to estimate the gently and amount of the urinary secre- 
tion of each kidney. By a skilled radiographic examina- 
tion the presence or absence of stones can be ascertained 
with practical certainty as regards the kidneys and with 
somewhat Iss certainty as regards the ureters. The 
existence of renal distension can be demonstrated and 
measured by the ureteral catheter if necessary. The 
presence or absence of infection of the renal pelvis can be 
shown on either side by the same means and the nature of 
the infection determined by bacteriological examination. 
The existence of two kidneys (a point of vital importance) 
and the determination of their separate secreting capacity 
is equally possitle of demonstration without any cutting 
operation. These facts would seem at first sight to 
render it quite unnecessary to expose both kidneys when 
it is proposed to operate on one only, and I believe that 
the majority of urologists would accept this conclusion. 
Let me, however, test it by seeing how it applies to the 
ordinary experiences of urinary surgery. I will begin by 
astuming ax an axiom that no surgeon will remove a 
kidney without having good evidence, or the strongest 
possible presumption, of the existence of a competent 
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kidney on the opposite side. I would even go further, 
and assert that no surgeon shonld embark on an 
operation on a kidney which may have to terminate for 
unforeseen reasons in a nephrectomy without being 
assured of the competence of the opposite organ. This 
extension of the aphorism practically includes all opera. 
tions on the kidney except that of tixation of a movable 
and otherwise normal organ. All other operations on the 
kidney—for example, for hydronephrosis, pyonephrosis, 
stone, tubercle, and new growth—are all liable to require 
nephrectomy, and the surgeon should be prepared for 
that contingency. I exclude, of course, traumatic rupture 
of the kidney, where, in view of the avcuteness of the 
emergency, the surgeon may rely on Providence and 
probability for the existence of a second kiduey. 

The point in question is, then, the nature and 
quality of the evidence by which an operator should 
satisfy himself as to the condition of supposedly un- 
affected kidney before undertaking any operation which 
may conceivably bave to terminate in nephrectomy. 
Obviously in every such case a cystoscopic examination, 
where possible, will be made, and all possible inferences 
drawn from the character of the ureteral orifices and of 
the fluid ejected from them. The proviso “ where 
possible” does not apply to the ability of the surgeon to 
use the cystoscope, which I take for granted. In the 
majority of cases of surgical disease of the kidney or 
ureter cystoscopy presents no difficulty and always gives 
valuable information, positive or negative, as to both sides. 
In two classes of cases—both common, however—cysto- 
scopy is often inconclusive, impossible, or inadvisable. 
One of these is tuberculous kidney with extensive involve- 
ment of the bladder. In such a dase it is generally not 
merely difficult to get a clear medium and sufficient dis- 
tension of the bladder, but the repeated washings of the 
bladder in the effort to obtain them are positively in- 
jurious and even dangerous to life. A similar condition 
is found in an infected hydronephrosis or septic pyelitis 
associated with much cystitis, and cystoscopy is subject to 
the same difficulty and danger. With these exceptions, a 
cystoscopic examination should precede all renal opera- 
— as an ordinary routine part of the clinical examina- 
ion. 

Should catheterization of one or both ureters be equally 
a matter of routine? And if so, does ié render bilateral 
exploration unnecessary? Take an ordinary case of renal 
or ureteral calculus. Let us assume that the stone or 
stones have been definitely located, and that one kidney 
and its ureter have been shown by radiography to be frec 
from stone. Is there then, any need to catheterize either 
ureter? The amount of distension and loss of secretory 
power of the affected kidney may be generally inferred 
from the number and position of the calculi and the 
shadow outline of the kidney. The condition of the 
unaffected kidney cannot be judged satisfactorily from 
a radiograph, bat if the orifice of its ureter and of its 
ejections are normal in appearance, its soundness may be 
assumed with considerable eames: § Catheterization 
of the ureter on the affected sidé would give assurance of 
its patency—a point of importance—but as this can be 

ually done from above at the time of operation it is not 
indispensable. Catheterization of the opposite side would 
give positive evidence of secretory ability, a point of prime 
importance, but subject to certain qualifications. The 
same arguments apply to the other class of renal cases 
which, together with stone, form the bulk of rena] opera- 
tions, namely, congenital or obstructive distensions of the 
kidneys and tuberculous and septic infections. The whole 
question of catheterization is therefore one of expediency. 
If the catheterization of one or both kidneys were always 
possible, painlers, free from risk, and certain in its results, 
its routine application would need no argument. As a 
matter of fact, pone of these conditions can be guaranteed. 
Properly employed, the catheter can generally but not 
always be introduced; the risk of infection is real but 
small, its use is more disagreeable than painful, its findings 
are generally but not always reliable. But its effective 
use requires time; and though it can, and usually should, 
be done without weneral anaesthesia, it is in fact a surgical 
operation, to be followed perhaps by another operation for 
the treatment of the condition disclosed. The application 
of cystoscopy and catheterization of the ureters imme- 
diately before another operation on the kidney, which may 
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be prolonged and difficult, is a thing which should 
generally be avoided, as it may add to the danger and 
shock. Lt is better as a rule to make the cystoscopy a 
separate procedure. This, of course, to the patient means 
two separate “operations,” and the multiplication of 
operations is not a thing he should be required to submit 
to if it cam be reasonably avoided. 

For these various reasons, I suggest that in many cases 
it is better, safer, and simpler, to make a direct exploration 
of both kidneys at the same operation. In the prone 
position it is merely necessary to begin by an incision on 
the opposite side to that on which the principal operation 
is to be carried out. In five minutes one can expose fully 
¢o sight and touch the whole of a normal kidney and upper 
part of the ureter. In five minutes more the wound can 
be closed and the surgeon can then proceed to operate on 
the affected side with full liberty to proceed to nephrectomy 
if necessary, or to abstain therefrom if the first kidney is 
found absent or unsound. Without any pain or incon- 
venience to the patient, without any change of posture to 
incommode the surgeon, and without any material pro- 
longation of the operation, a possible nephrectomy can be 
made as free from risk as it can be by the most prolonged 
and elaborate catheterization. I know that it will be said 
that only gross changes can be detected by the completest 
inspection and palpation and that the secretion of an 
apparently normal kidney may be inadequate. Personally, 
and until I have met with evidence to the contrary, I 
believe that a kidney which is unable to carry on the 
functions of the body alone will always show sufficient 
anatomical changes to be recognizable by sight and touch, 
and that a kidney which shows all the outward signs of 
anatomical health may always be trusted to secrete 
enough urine for two in case its fellow is removed. At 
any rate, I have for several years performed all my kidney 
operations in the prone position, and in the majority of 
them I have explored both kidneys without the smallest 
disadvantage to the patient and with the great satisfaction 
of knowing that the patients I have left with one kidney 
have that kidney sound. Not a single case of bilateral 
exploration, with or without nephrectomy, failed to recover; 
and I have the satisfaction in cases of nephrectomy of 
having not merely an inferential knowledge of the re- 
maining kidney, but knowledge as complete as sight and 
touch can make it. 

The surgery of the ureter, thanks to cystoscopy and 
radiography, has now been placed on the same definite 
basis as the surgery of the kidneys. In dealing with any 
surgical affection of the kidneys it is essential to know 
of the presence of any abnormal condition of either 
ureter; and, conversely, in operating on the ureter one 
must take account of possible conditions in both kidneys. 
If, for example, after removing a stone from the kidney, or 
incising and draining a pyonephrosis, we neglect to ascer- 
tain the patency of the ureter, we run the risk of a urinary 
fistula from the presence of an impacted ureteral stone or 
ureterai stricture. Or, on the other hand, we may remove 
a stone from the lower ureter without recognizing the 
existence of other calculi in the corresponding kidney or 
‘even on the opposite side—a condition by no means rare. 
Such errors can only be avoided by taking a comprehensive 
view of every case and never forgetting that for purposes 
both of diagnosis and treatment the various parts of the 
genito-urinary system are inseparably connected. 

Leaving on one side for the moment operations of 
emergency, I shall assume that before any operation is 
planned on the ureter the whole of the information which 
may be derived from oyetoncney and radiography has been 

‘obtained and considered, and that this information applies 
to both sides of the genito-urinary system. 

In the actual modes of dealing with abnormal and dis- 


-eased conditions of the ureter itself, there is, of course, 


nothing peculiar. They are dealt with on ordinary sur- 
gical principles, just like parallel lesions in any other 
organ. Calculi, obstructive distensions, and septic or 
tuberculous infections constitute the bulk of ureteral con- 
ditions for which operations are required, just as they do 


‘in the case of the kidney. For surgical purposes the 


ureter may be divided into three parts—upper, middle, and 
lower. The upper part, including the pelvis and first three 
inches, belongs to the kidney region, and may be exposed 


and treated by the lumbar incision or a slight extension of 
it. The middle 


region can be exposed by an iliac extra- 





peritoneal incision; and the lower—that is, that part 
which lies below the brim of the true pelvis—may be 
approached in several ways: above, either outside or 
through the peritoneum, and below, through the perineum 
or bladder. 

There is no part of the ureter which cannot be exposed 
surgically by an extraperitoneal incision from above. I 
have twice removed calculi in this manner which were 
lying in immediate contact with the bladder. In both 
cases the ureter was greatly dilated and allowed the 
passage of forceps or scoop down to the stone. In the 
iliac region there is no difficulty in exposing the ureter 
without opening the peritoneum, and this is the route 
which has been most generally used. In spite of the 
obvious advantages of the extraperitoneal route in 
operating on a ureter with ibly septic contents, there 
are some important drawbacks, and the question of 
adopting the intraperitoneal route which has been recently 
advocated by Mr. Sinclair White’ deserves serious con- 
sideration. The objection to the extraperitoneal route 
lies not so much in the depth of the wound and the rela- 
tive inaccessibility of the ureter when approached from 
the outer side as to the great length of the incision through 
the abdominal muscles and transversalis fascia. How- 
ever carefally these are sutured there is invariably left a 
large and troublesome ventral hernia, which may seriously 
incapacitate for work. On the other hand, a median 
abdominal section, however long, if properly sutured and 
not drained, may be guaranteed against hernia. In 
addition to this very important advantage it is possible 
through an ordinary median hypogastric incision to palpate 
the whole course of both ureters, and by placing the 
patient in the inverted position to inspect and operate on 
either ureter from a little below the kidney to the entrance 
into the bladder. By operating with the same precautions 
as one would adopt with the opening of the gall duct or 
intestine, there is no more risk of peritoneal sepsis, and if 
drainage is required, as is want the case, it can easily be 
made entirely extraperitoneal by closing the posterior 
peritoneal incision and bringing out the drain through a 
= or lateral incision not entering the peritoneal 
cavity. 

I will relate briefly a case in which I adopted Mr. 
Sinclair White’s suggestion, partly in order to avoid a 
ventral hernia, as the patient was a very big and corpulent 
man, and partly because even the fullest information 
derived from radiography left some doubt as to the 
existence of stones on both sides. 

The presence of a calculus in the lower part of the left ureter 
was suspected from the existing symptoms, which were referred 
entirely to the left side, although there was a history many 
years previously of renal colic on the right side. Radiographs 
taken by Dr. J. A. Codd showed a clear shadow in the position 
of the right ureter below the pelvic brim, and also a less clear 
shadow corresponding to the left ureter ina similar position. 
There were no shadows in the kidneys. 

Although the operation pce difficult, owing to the size and 
corpulency of the patient, I succeeded in thoroughly examining 
the left ureter, and excluding the presence of a calculus in any 
part of it from the kidney to the bladder. I then found the 
right kidney somewhat dilated to the feel, and traced its ureter 
down to the pelvic brim without feeling any stone. Not until 
the ureter had been isolated from its bed and brought up from 
the pelvis was I able to find and remove an oval calculus 
measuring 4 in. in diameter, and aboutiin. in thickness. It 
was firmly embedded in the ureter, and only extracted with 
difficulty after freely incising it. Tbe incision was closed with 
oe. and an extraperitoneal drain inserted. 

The result of the operation was less successful than I had 
hoped, owing to the formation of a stricture at the site of the 
impaction of the calculus, and a consequent urinary fistula 
along the course of the drain tube. Accordingly some months 
later the patient was readmitted, and the right kidney, which 
was in a state of chronic EP monger gost was removed after 
examining the remaining kidney and finding it sound. 

Although not successful in saving the kidney in this 
case, the operation has convinced me that for many cases 
of stone in the ureter the abdominal route is quite 
practicable and offers important advantages. This case 
illustrates some of the limitations of even perfect radio- 
graphic pictures when applied to particular cases. 
Speaking generally, a positive result in a good radio- 
graph is more reliable than symptoms when the two 
ap contradictory. If a patient complains of the one 
kidney and a stone shadow is definitely seen in the other 
kidney, we may be tolerably sure the radiographer is 
right as to the latter. But, before concluding that the 
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case is one of those singular examples of contralateral 
symptoms, it is well to remember that the symptoms on 
the side complained of may quite possibly be due to 
actual disease not necessarily disclosed by radiography. 
Bilateral disease is common, transference of pain to the 
opposite side is rare, and those who diagnose rare con- 
ditions are more often wrong than right. 

The fallibility of radiography is greater in the case of 
the ureters than in that of & kidney. That a shadow in 
a given case is that of a stone in the ureter can never be 
positively asserted, though, taken with other evidence, it 
is often convincing enough for all practical purposes. 
That a particular shadow is not in the ureter may, how- 
ever, be demonstrated by radiographing the ureteral 
catheter if necessary. Radiography, valuable as it is in 
urinary surgery, is only one among many other means of 
collecting evidence; and as it would be foolish to cut a 
man merely for a shadow, so it is equally or even more 
foolish to abstain from operating on an aching kidney or 
an obstructed ureter merely because radiography has 
nothing to disclose about the cause of it. 

The surgeon’s business is to cure and to solve practical 
problems in a practical way. In the pursuit of that object 
he will not seldom have to cut Gordian knots in the 
ancient way—with the knife. Many cases are met with 
in which time or the condition of the patient does not 
permit of a complete or examination. In 
obstructive anuria, for example, relief is urgently required. 
Both kidneys are obstructed, or one kidney is absent or 
destroyed and the remaining ureter is blocked. History 
and symptoms may indicate which side, if one only, is in 
need of relief, but not uncommonly there is nothing to 
indicate this vital fact, still less in what part of its course 
the ureter is obstructed. In such cases the advantage of 
bilateral exploration of both kidneys by lumbar incisions 
in the prone position is conspicuous, and I have employed 
it on several occasions, with the certainty of giving the 
needed relief by nephrectomy, even if the actual obstruction 
is not accessible. 

Again, there are cases in which an attack of acute 
one-sided renal colic, instead of ceasing with or without 
the passage of a stone, continues for days with few inter- 
missions. A complete radiographic examination may be 
impossible, or the means may be inaccessible, and surgical 
relief is nevertheless required. What is to bedone? If 
the mouth of the ureter seen by cystoscopy shows signs 
of the presence of a calculus a ureteral catheter may be 
— as far as possible, and this is sometimes followed 
y the passage of the stone. This occurred to me in one 
case, but in another it failed. 

In this second case I exposed the kidney, partly to give relief 
and partly to ascertain whether it contained other calculi 
besides that shown by cystoscopy to be in the ureter. No 
stone was found in the kidney, and a catheter passed from 
above entered the bladder. he patient was relieved, and a 
few days later a calculus the size of a hemp seed was passed 
from the bladder. It is Uc eeeny va though not certain in this 
case, that the stone would have been eventually passed without 
assistance, but the operation not only gave the relief from the 
agony the patient was suffering, but ascertained definitely the 
absence of other stones in the kidney. 

I will conclude by discussing one other debatable point 
in operations on the ureter. A patient has symptoms 
pointing to an impacted calculus in the lower part of the 
ureter. Radiography confirms the diagnosis and indicates 
the size and position of the stone. Let us assume further 
that no calculus shadows are found in either kidney. In 
such a case the indication is clearly to cut down on the stone 
and remove it. If the kidney is sound or only moderately 
distended from the effects of the obstruction, and if the 
ureter is not irreparably damaged by ulceration at the site 
of the impacted stone, the latter may be removed, and 
perfect recovery ensue. That is the ideal course to 
pursue, but circumstances do not always favour the 
pursuit of the ideal. The ureter may become strictured 
after removal of the stone, as occurred in the case I have 
related, or, as occurred in another case in which I 
removed three large calculi from the lower end of the 
ureter, the chronically distended and atrophied kidney 
may become secondarily infected; and although this 

tient recovered and is still living, the preservation of an 
infected kidney is a doubtful advantage to him. 

For these reasons, when the impaction of the stone is 
an affair of long standing, I am in favour of exploring the 
kidney before cutting down on the ureter. 





i; 


In a case of this kind which recently came under my care 
I explored both kidneys, and found the one on the affected sidg 
much distended and atrophied, but not infected, and the oppo. 
site kidney sound. The patient was a working man in whom it 
was important to avoid if possible a ventral. hernia. He wag 
also known to be unwilling to consent to a second operation, 
Under the circumstances I decided to remove the affected 
kidney and to leave the caloulus in the lower end of the ureter, 
where it was clearly shown in the radiograph. Visible spurtg 
seen by stoscopy and also the presence of pus.in the uring 
showed that the lumen of the ureter was not completely 
obstructed,-so that I had no hesitation in ligaturing the divided 
end with catgut and dropping it back in the lumbar wound, 
which healed by primary union. So far the man has been 
completely relieved and has lost his symptoms though retaining 
the stone. If the latter should eventually give trouble it can be 
removed, but there is no reason why it should do so now that 
there is no urine to obstruct and no signs of infection in the 
ureter itself. 


I am aware that the procedure adopted in this case ig 
open to criticism and is not to be recommended in an un- 
complicated case, but the case illustrates the necessity of 
taking into account the state of all the urinary organs 
even when the disease affects primarily and mainly only a 
single park. 





REFERENCE, 
1 BRITISH MEDICAL JOURNAL, 1910, vol. i; p.1. 
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Tue credit of drawing attention to the group of symptoms 
now known as “appendicular dyspepsia” is largely due to 
Mr. Moynihan of Leeds, although many surgeons recog: 
nized the condition previously without insisting upon its 
great importance. But Ido not intend to quote from the 
work of others, and propose merely to state my own con- 
ception of the meaning of the term and to record briefly 
the history of a few cases, from among many,.which arise 
to my mind when looking back upon appendix operations, 
The condition presents itself in two forms, one with 
gastric symptoms, the other with symptoms mainly 
intestinal. The latter I do not intend to elaborate in this 
communication, but may mention that I have seen chronic 
diarrhoea, chronic constipation,.and symp‘oms akin to 
those of mucous colitis cured or greatly mitigated by the 
removal of a chronically diseased appendix. 

If I were asked for a definition of the gastric form of 
“ appendicular dyspepsia”’ I would reply: ‘It is a group. 
of symptoms, and perhaps signs, which point so ones 
to organic, gastric, or duodenal disease that it is only by 
most careful examination or by the supervention of 
definite appendicular symptoms that a correct diagnosis. 
is probable,” 

The first case I will mention was seen in consultation 
with my colleague, Dr. Lumsden. ; 


CASE I. ; 

Miss T. L , aged about 30, first consulted Dr. Lumsden on 
June lst, 1908. She had been suffering for three years from. 
ies pain and vomiting. She was unable to eat solid 
food, and had existed upon ‘‘slops.’’ Dr. Lumsden could not 
elicit any definite history of haematemesis. Upon examina-. 
tion the only obvious sign was tenderness upon pressure in the 
epigastrium slightly to the right of the middle line. 

On June 10th the patient reported that she suffered from. 
attacks of diarrhoea. The epigastric = was less, but there 
was severe pain in the back and much depression prow seen 

For the following fourteen months, in spite of various forms 
of treatmert, her condition remained the same. In August, 
1909, whilst in England, she suffered from a severe attack of 
abdominal pain accompanied by tenderness in the right iliac: 
fossa. During the next month Dr. Lumsden saw her twice on 
account of severe abdominal pain with: marked tenderness in 
the right iliac fossa. The patient now entered hospital, and 
I saw her with my colleague. 

Upon our first examination nothing. definite was found, but: 
subsequently when examining the pelvis it was obvious that 
there was distinct tenderness on pressure over the brim of the 
pelvis on the right side. We then determined to explore in the 
region of the PS amon and I removed a diseased appendix. 
which lay inwards towards the pelvic brim. 


* A paper read before the Surgical Section of the Royal Academy o* 
Medicine in Ireland, March 3rd, 1911; 
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This patient has never been troubled with the old 
symptoms since the operation, and is a healthy, happy 
young woman. From this history we see that over four 
years of suffering was endured before it was possible to 
determine the true seat of disease. 

The second case is one with more purely gastric 

mptoms. ; 
sympto CASE II. 

Mrs. D., aged 36, came to me on October 13th, 1910, giving a 
history of epigastric pain and discomfort, and constant vomiting 
after meals for the past two years. She had not been able to 
eat any solid food, and subsisted upon milk and broths. She 
has Had eight children, the youngest of whom is 3 years old. 
She had not mensiruated for the past two years. She has 
suffered from obstivate constipation. 

There was considerable epigastric tenderness, also some 
tenderness on deep pressure over the right iliac fossa. There 
was @ slight amount of gastroptosis,and splashing could be 
elicited. There was no pelvic trouble of any consequence. 
Upon repeated careful questioning, I found that for the first 
eighteen months of her illness the attacks of vomiting and pain 
were often ushered in by pain and discomfort in the right iliac 
fossa, but that this had not been the case during the past six 
months. 

I explored the abdominal cavity, and removed a diseased 
appendix with immediate and so far permanent relief of 
the symptoms. 

The histories of these cases are all much alike, so I will 
only trouble you by relating one more. 


CASE III. 

Miss 8., aged 40, came to me March 24th, 1910, complaining of 
epigastric pain and vomiting, which usually occurred about two 
hours after taking food. She had been troubled in this manner 
for many years, and had lost flesh and was sallow and old-looking. 
In this case, also, I could elicit tenderness on pressure over the 
right iliac fossa. By careful questioning I found that two years 
previously she had to remain in bed fora few dayson account 
of severe abdominal pain accompanied by tenderness over the 
right iliac fossa. 

Upon opening this abdomen I found a diseased and adherent 
appendix, together with numerous adhesions between the 
caecum and ascending colon and neighbouring parts. The 
symptoms from which this patient suffered have completely 
disappeared. 

When making a diagnosis one must eliminate other 
causes of reflex pain and vomiting, especially causes 
arising from the pelvic organs, kidneys, or gall bladder, 
etc. The gall bladder and bile ducts are the most difficult 
pitfalls to guard against as far as my experience has 
taught me. 

We must remember that the fact of proving the presence 
of a diseased appendix does not exclude the presence of 
organs gastric or duodenal disease. Last year I removed 
& diseased appendix from a young man just convalescent 
from a typical attack of acute appendicitis. During the 
previous few years he had been treated on two occasions 
by another surgeon for gastric ulcer. I was rather inclined 
to think that this might have been a mistake in diagnosis, 
but two months after my operation I was called to see the 
patient as he was suffering from severe haematemesis and 
melaena. I opened the abdomen and found a large chronic 
ulcer of the first stage of the duodenum. 

Some well-known surgeons go so far as to say that even 
copious haematemesis may be caused by chronic disease 
of the appendix, apart from any organic lesion of the 
stomach or duodenum, but personally I have not yet met 
with a such case and I am rather inclined to be sceptical. 

Amongst the many signs of improvement in a patient 
after the removal of a chronically diseased appendix none 
are more marked than the disappearance of melancholy 
pring hts and the alteration in the colour and texture of 

6 skin, 

There is a second subject which I wish to mention, not 
because I have any original form of treatment to advocate, 
but chiefly to recant some statements made by me several 
years ago. 

At that time I used to advocate thorough flushing of the 
peritoneal cavity with saline solution in all forms of per- 
forative peritonitis. In that advocacy I was not alone, 
some surgeons at that period even advising “ evisceration ” 
of the abdomen in order to cleanse it thoroughly. To 
explain the attitude of surgeons at that time it is necessary 
to mention a few items in the history of the treatment of 
perforative peritonitis in this country. I have no fear of 
contradiction when I say that about twelve years ago the 
mortality following oration of an abdominal viscus was 
appalling. Then, chiefly owing to the work of Mayo 





Robson and Moynihan, perforations of the stomach were 
successfally treated. In carrying out this treatment many 
surgeons used flushing of the abdominal cavity, with sub- 
sequent closure of the abdominal incision without drainage. 
This method gave excellent results and is still the best 
method in many cases of gastric perforation. 

It was a natural mistake to apply this treatment to 
peritonitis following perforation of the appendix, but few 
went so far as to advocate closure of the abdomen without 
drainage. The results were extremely bad. 

I think that the credit of giving the death-blow to this 
heroic and mistaken treatment is chiefly due to Murph 
in America, whilst ‘the scientific work of Dudgeon an 
Sargent in England firmly nailed the lid on its coffin. 
Before I had read the work of these and other opponents 
of flushing I was much impressed by the fact that some 
very advanced cases which I had to operate upon in the 
country, reluctantly dispensing with flushing, recovered, 
whilst less advanced cases treated in hospital showed a 
heavy mortality. 

For several years now my practice has been to open the 
abdomen by the ordinary oblique incision, remove the 
gangrenous or perforat appendix, and pass large 
“cigarette” drains from the wound to the bottom of 
the pelvis and to one or both kidney pouches, according 
to the diffusion of the-purulent exudate. Silkworm-gut 
stitches are then placed in position, but not all tied, and 
the patient is nursed in the “Fowler” position, whilst 
plenty of saline solution is administered by the rectum. 

do not find it necessary, even in the most ciffused cases, 
to make counter openings in the loin or elsewhere. The 
drains are removed in from thirty-six to forty-eight hours 
and more of the sutures are tied, but the wound is not 
completely closed. 

The uniformly good results which all surgeons who use 
this simple form of operation obtain is, to my mind, one of 
the greatest surgical triumphs of recent years. 

NotTe.—After the above remarks had been put into type, it 
was pointed out to me that a paper entitled ‘‘ Chronic Appen- 
dicitis’’ was read by Dr. Blair Ball in the Section of Surgery at 
the Annual Meeting of the British Medical Association at Oxford 
in 1904, in which cases identical with those here given were 
described. The paper was published in the JOURNAL of 
October 29th, 1904, p. 1145. 





DEATHS FOLLOWING GASTRO-JEJUNOSTOMY 
NOT DUE TO THE ANASTOMOSIS.* 
By C. HAMILTON WHITEFORD, M.R.C.S., L.R.C.P. 





Tus following cases are unfortunately instances of what 
the lay press terms ‘‘a successful operation,” but which is 
followed by the appearance of the patient's name in the 
obituary column, though the difference between this and 
an unsuccessful operation is extremely slight. 


CasE 1.—Uleer of Pylorus causing Obstruction. — : 

A woman, aged 28, had suffered for one year from epigastric 
pain soon after food, with frequent attacks of vomiting. During 
the six weeks prior to consultation drugs and rectal feeding had 
been employed without relief. Ingestion of ber | kind of food at 
once produced pain and vomiting. The vomit was sometimes 
brown in colour. The hoe was tender and the stomach 
resonance increased. either -tumour nor peristalsis was 
demonstrable. The patient stated that ‘‘at times a lump rose 
in the pit of the stomach and went away with gurgling.”’ The 
odour of the mouth was offensive, and during the two days 
which the patient took to decide on operation efforts were ie 
to clean the mouth, but with only partial success. 


Operation. 
The anaesthetic used wt ether. The posterior wall of the 
pylorus was thickened and indurated. The stomach contained 
a little blood. Posterior gastro-jejunostgmy was performed. 


After-History. k 
During the first twenty-four hours some bile war vomited 
At the end of twenty-four hours liquid food (2 0z. an hour) was 
swallowed and retained, causing neither pain nor sickness. 
The bowels acted after saline enemata. Death occurred forty 
hours after operation from pneumonia. 


CASE 11.—Carcinoma of eh causing Obstruction and 
‘etany. ; 
A man, aged 52, had for one year experienced pain immediately 
after food. For five weeks there had been frequent cramps in 
legs, arms, and hands. One week ago, several quarts of brown 





*A paper read before the South-Western Branch of the British 
Medical Association on April 8th, 1911. 
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fluid were vomited, and subsequently everything taken by 
mouth was vomited. Saline solution, _ r rectum, caused 
the tetany to disappear, and reduced the pulse from 120 to 90, 


and the temperature from 102° to 98°. 


Operation. 

Ether was administered by the open method. The stomach, 
dilated to double its usual size, with walls of double the normal 
thickness was gy * adherent to the diaphragm and ribs. In 
the pylorus was a hard mass the size of a walnut. In the 
gastro-colic omentum was a globular, mobile tumour, the size 
of two golf balls. Posterior gastro-jejunostomy was performed. 


After-History. 

On recovery from the anaesthetic, right hemaiplogie, with 
partial aphasia, was present. Coma supervened and death 
occurred thirty-six hours after operation. ' During these thirty- 
six hours liquids were swallowed and retained and left the 
stomach, which was found empty on passing a tube. 


CASE I11.—Carcinoma of Pylorus causing Obstruction. 

A woman, aged 64, for fifteen years had passed much flatus 
by mouth and rectum. At no time had there been any pain. 
For four months there had been intermittent vomiting, latterly 
@s much as a quart at a time. There was a mass the size of a 
Tangerine orange 1 in. above and to the right of the umbilicus. 
In the forty-eight hours preceding operation 8 pints of saline 
solution were absorbed per rectum, producing a good volumed 
pulse of 80. The stomach, which contained fou) liquid, was 
washed out two days before, and half an hour before operation. 


Operation. 

The anaesthetic used wales dined entirely ether by the open 
method. Occupying the pylorus was a growth 3 in. by 2 in.; 
it extended 3 in. along the lesser curvature. In both omenta 
were large masses of growth. Posterior gastro-jejunostomy was 
performed. 

After-History. 

The patient, who had stood the operation well, became 
drowsy, with breath smelling strongly of acetone, and died 
comatose forty hours after operation. 

These cases, which occurred within a period of three years 
illustrate deaths from (1) septic pneumonia, (2) cerebra 
haemorrhage (or thrombosis), (3) acetonaemia. 

The features common to all three cases were: 

1. Operation was performed with the object of prevent- 
ing death from starvation the result of pyloric obstruction. 

2. The anaesthetic was ether. 

3. On being returned to bed after operation the patient 
was at once placed, and nursed throughout, in the Fowler 
position, saline solution being administered per rectum. 

4. The gastro-jejunostomy was that of the Mayo clinic, 
that is, posterior, no loop, antiperistaltic, with an opening 
of 2} to 3 in. 

5. Daring the time which elapsed between operation and 
death, the anastomosis acted perfectly. 

In Case 1 the cause of the pneumonia was inhalation of 
septic material from the stinking mouth. Possibly the 
anaesthetic was an accessory cause. The patient was so 
emaciated, and so rapidly losing ground in spite of rectal 
feeding, that it was obvious that her only chance lay in 
operation. 

In Case mu, when first seen, the gastric tetany was 
marked and accompanied by pyrexia and a rapid pulse. 
As soon as these symptoms had been relieved by saline 
solution, given per rectum, it was felt that operation was 
the only rational treatment. In the absence of a necropsy 
it is impossible to be certain that the cerebral lesion was 
not a thrombosis, but haemorrhage appears the more 
probable. To some the fact that ether was the anaes- 
thetic may account for the cerebral catastrophe, but that 
cerebral haemorrhage may take place during chloroform 
a is proved by the following case, reported by 

airlie : 


The patient, a labouring man aged 23, had been anaesthetized 
with chloroform three weeks previously, and artificial respira- 
tion for one minute had been necessary. On the next occasion, 
skin-grafting being the operation contemplated, chloroform was 
again administered; there was some struggling during the first 
stage, and death took place prior to operation. The post-mortem 
report read as follows: ‘‘ Heart, normal ; lungs, some engorge- 
ment at base, no oedema; brain, fresh haemorrhage extending 
over both cerebral hemispheres downwards towards the base, 
more extensive on the left side. There was no hypertrophy of 
lymphatic tissues.” 


_ The tendency of starved patients to develop acetonaemia 
is well known. Post-anaesthetic acetonaemia is far more 
common with chloroform than with ether. In Case 11 
it was — = ba — = salin whew absorbed 
per rectum in the forty-eight hours p ing operation 
might have obviated this risk. The acetonaemia was 











treated with sodium bicarbonate, both by mouth and 
rectum, and by inhalation of oxygen, but without effect, 
The urine prior to operation contained neither sugar nor 
albumen. A specimen taken from the bladder imme. 
diately after death was examined by the Clinical Research 
Association, which reported : 

This urine reduces Fehling’s solution to the equivalent of 

5 parts per 1,000, or 2.2 grains per ounce. of glucose, but the 

ucing substance is not glucose, since it does not yield the 
characteristic glucosazone crystals. Acetone, aceto-acetic acid, 
and beta-oxybutyric acid are not detected. 

The reducing substance was probably one of the acetone 
series. The acetone odour of the breath was marked and 
unmistakable. In a future case sodium bicarbonate and 
glucose might be administered per rectum prior to 
operation ; it could do no harm, and might be of service. 

Disappointing as such results must always be, it is 
hardly to be expected that operations for obstruction of the 
pylorus can escape the mortality which attends operations 
for obstruction in other portions of the intestinal tract, 
the mortality being highest in those cases in which the 
obstruction is complete and has existed for some time. As 
pointed out by the late Greig Smith, operations performed 
on desperate cases spoil statistics but save lives. In failing 
to save such a case the surgeon is in the position of a man 
who, seeing a runaway trap carrying its occupants towards 
@ precipice, has made an effort to divert its course. The 
effort fails and the runaway dashes over the cliff. The 
fact that, in the event of the attempt at rescue failing, the 
horse moves a little faster, or the patient goes downhill a 
little more quickly, is not a valid excuse for shirking an 
obvious duty. 


REFERENCE. 
1 Fairlie, Lancet, November 12th, 1910, p. 1415. 
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FisTuLaAE come under a branch of surgery which in a 
general hospital is apt to be neglected. Such cases are 
not, as a rule, of striking interest, and are frequently 
relegated to the end of the operation Jist, with the result 
that the operative treatment is not always efficient, whilst 
the patient is only too frequently sent out of the hospital 
to make room for more urgent cases before the cure is 
complete. Thus the post-operative treatment is not fully 
carried out, and the patient once more becomes the 
subject of chronic suppuration ; for if there is one thing 
more than another that is essential to the healing of 
fistu'ae, it is the carefal dressing and attendance after the 
operation. 

These few notes on the pathology and treatment of 
fistulae are based upon observations made at St. Mark’s 
Hospital, where the opportunity of watching the results of 
treatment is unique. I wirh first to draw attention to a 
type of fistula that is commonly met with in the out- 
patient department of the hospital I refer to the class 
known as “horseshoe fistulae.” These cases present 
themselves with the history of having suffered from 
chronic discharge and attacks of pain on and off for a 
long period, in some instances of ten years, and have, as a 
rule, undergone many operations. Wearied with long 
attendance at hospitals, they finally meet with some one 
who, disappointed with the results of treatment, informs 
them that their case is tuberculous and incurable—an 
opinion that is in both directions nearly always erroneous. 

The truth is that these cases have become chronic and 
intractable because their exact pathological conditions 
have not been recognized. The late Mr. Goodsall pointed 
out that in fistulae the internal and the external openings 
usually bear a definite relation to one another, and I may 
briefly refer to his observations, with figures to illustrate 
the condition of matters. His statement is that all fistulae 
with their external openings behind a line drawn trans- 
versely through the centre of the anus have their internal 





ee i VY iat © 


May 6, tgrt.] 


PATHOLOGY AND TREATMENT OF FISTULAE. 


Tue Bririsu 
MEDICAL JouRNAL I 047 








a <n 2 sete 





, openings in the middle line behind (see Fig. 1); and that 


in cases in which the external aperture is anterior to this 
line, the inner opening is directly opposite the external one 
(see Fig. 2). ; 

It must, of course, be recognized: that in both cases there 
are frequently outlying tracks which must be dealt with; 


POSTERIOR. 


“ POSTERIOR. 





anveemen 





Fig. 1. Fig. 2. 


A, External openings. 8. Internal openings. c, Internal sphincter. 
D, External sphincter. £, Line through centre of anus. 


but it is all-important to find and trace the chief fistulous 
tracks, for complete fistula can only be treated with success 
when the internal opening has been found and laid open, 
and attention to Goodsall’s rule will be found most helpful. 
I had this point well impressed upon my mind by two 
chronic cases of apparently complete fistulae with multiple 
external openings that were operated upon in which no 
internal opening was found. After many careful dressings 
they left the hospital nearly healed, but only to return 
several weeks later with discharging sinuses. and on 
further investigation the internal openings were found at 
the — sites and were laid open with very satisfactory 
results. 

On going into St. Mark’s Hospital records over the last 
two years I found that complete posterior horseshoe 
fistulae occurred much more frequently than the anterior 
variety, the proportion being six to one. 

It is common in old-standing cases to meet with as 
many as five or six external openings, which may be 
scattered far and wide ; but the internal opening is usuall 
‘single, though I have found two, one above the other, bot 
in the anal canal (see Fig. 3). Double fistulae hardly 
ever occur, and where there 
are two openings, one on each 
side of the anus, the case is 
nearly always one of the 
horseshoe variety. Thus dur- 
ing the last two years, for 
example, only one such case 
was operated upon in the 
hospital. 

As in the more simple, so 
Fig. 3 also in the case of the horse- 

: shoe form of fistula, the in- 
ternal opening is never above the anal canal. The 
common situation is between the two sphincters, and it 
seldom involves the upper or internal one; but owing 
to the great amount of chronic induration the position 
of the aperture gives one the impression that the anal 
canal is lengthened, and that the track cannot be laid 
open without damaging the whole of its musculature. 
This apparent lengthening of the canal is due to thickened 
and oedematous skin from chronic inflammation. 

It. must also be borne in mind that the internal open- 
ings of some fistulae, and even when extensive and with 
multiple external openings, may be found to be below the 
external sphincter, in which case the latter muscle will 
escape injury when the track is laid open (see Fig. 4). 
On laying open the external tracks sinuses may be found 
to run up the side of the bowel, and unless there happens 
to be a stricture of the rectum these are blind passages, 
and may be cured by free drainage from below with 
careful attention to the after-dressing (Fig. 5). Not 
infrequently tracks run up to the coccyx, and on the 
paesage of a probe with a little force it is easy to imagine 
that the coccyx is the seat of disease, a mistake that may 
lead to its removal. Although involvement of the bone is 
& rare complication, the following case is an example 
where there was, in addition to definite destruction of the 
coccyx, extensive disease in the lower portions of the 
sacrum: 





The patient, a labourer who suffered from almost continual 
discharge for twelve years, was admitted under the care of 





Mr. Swinford Edwards. On examination the skin on both sides 
of the anus was extremely oedematous, and showed five external 
openings scattered around, in addition to multiple scars, the 
results.of four previous operations. The anal canal showed 
marked stenosis, but he had good sphincter power. At the 
operation the subcutaneous tissue was so completely riddled 





Fig. 4. Fig. 5. 


with tracks that the diseased skin had to be freely removed. 
The internal opening was found in the middle line posteriorly, 
but not without some difficulty, and a track running up to the 
coccyx was discovered. This was well drained after bein 
thoroughly scraped, and the patient was sent back to be 
without interference with the internal opening. : 

Three weeks later, as the-posterior sinus was still discharging 
pus, a second operation Was undertaken, when it was found on 
incising the tissues down to the coccyx that it was a mere 
sequestrum, which was removed along with the lower two 
—— - the sacrum, as they were found to be extensively 

iseased. 

Three weeks later the internal opening was laid open, and he 
made a slow but steady recovery, though, needless to say, the 
stay in hospital was prolonged on account of the large area that 
had to heal by granulation. 


Fistulae, whether complete or incomplete, nearly always 
have their origin in abrasion of the bowel, which leads to 
infection of the tissues by absorption of septic matter. 
Complete fistulae are much more common than the 
internal and external varieties, which may be said to be 
comparatively rare, especially the latter. These (the so- 
called external) are nearly always cases of complete 
fistulae, in which the internal opening proves to be pecu- 
liarly elusive, and they resist treatment until it has been 
found and dealt with. 

I mention in illustration three cases that were considered 
to be blind external fistulae, in which foreign bodies (in 
all small particles of fish bone) were removed under local 
anaesthetic from the ischio-rectal fossae. The wounds soon 
closed up to the original small sinuses, but made no 
attempt to heal, and after several weeks a probe pasred 
into the track could easily be felt up to the mucous 
membrane between the two sphincter muscles. One, 
indeed, entered the bowel, but in the other cases when 
subjected to operation several weeks later the internal 
apertures were found quite easily, though no internal 
opening could be palpated with the finger at any time after 
removal of the foreign body. In one case the fistula had 
been in existence for a year. It follows, therefore, that all 
cases of supposed external blind fistulae that have existed 
for any length of time must be regarded with suspicion. 

The majority of patients suffering from the most 
common form of internal fistulae come complaining of 
pain, like that of a fissure, with itching. They are in- 
variably submucous shallow tracks (extending upwards or 
downwards from Morgagni’s crypts) from which pus can 
be squeezed out, and are only, as a rule, found by careful 
examination of the anal canal with a speculum and a 
hooked probe. This is a common cause of pruritus ani, 
and it may be necessary to make a thorough search under 
a general anaesthetic with the spbincters dilated, as the 
openings of internal fistulae are by no means easy to find, 
and there are few cases of pruritus ani in which a rectal 
lesion cannot be found. 


TREATMENT. 

It is important, before operating upon any case of 
fistula, even the most simple, to examine the rectum for 
stricture or ulceration, and to inquire for a history of any 
present or previous urinary trouble. . 

In dealing with the horseshoe fistulae of long duration 
and multiple external openings the first step is to expose 
the outlying tracks, and, when these are laid bare, islets of 
necrotic skin are often left. These must be removed and 
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the edges of the wound trimmed down until fairly healthy 
skin remains, without any undermining of the skin edges, 
for if particles or tags of skin be left in chronic cases, they 
become undermined, and nearly always have to be removed 
at a later date. The area should now be scraped tho- 
roughly with a sharp spoon, and the internal opening into 
the bowel located, but not divided, for where there is an 
extensive area of subcutaneous tissue left to granulate the 
operation on the internal opening is best postponed for 
t weeks or a month, depending upon the size of the 
fistula and the progress of healing, as by this means the 
wound is kept free from faecal discharge. After dealin 
with haemorrhage, the exposed tracks and entire woun 
should be carefully and firmly packed to prevent oozing. 

When tihe wound is coverea by clean granulating tissue 
and the edges show a tendency to flatten down in the 
formation of new epithelium, the internal opening mey be 
laid open, and this, if previously located, can often be done 
successfully with a local anaesthetic. 

It is surprising how much diseased skin can be removed 
without any difficulty arising in the process of healing, 
and I am sure, from what I have seen, that free removal 
of infected skin is the best and quickest method of getting 
these large and old-standing fistulae to heal. 

The coccyx should never be removed unless it is exten- 
sively diseased, and in doubtful cases it is better to scrape 
the bone and wait, as removal means a large wound which 
can only granulate slowly. 

Much has been written about the damaging results of 
injury to the sphincter muscles in operating upon fistulae. 
In this connexion it must be recognized that the internal 
is the important sphincter muscle, which will explain the 
fact that the external sphincter may be destroyed without 
any loss of control. In one case, for example, a patient 
admitted under the care of Mr. Gordon Watson, it was 
found impossible to lay open all the tracks without division 
of the external sphincter in three places, and yet the 
patient made a good recovery without any loss of control. 
On the other hand, an operation involving serious injury 
to the internal sphincter would in all probability be 
followed by permanent weakness. 

I have had little experience in the method of treatin 
fistulae by scraping and suturing in the manner advoca 
by Sir Charles Ball of Dublin, but { may say I was not 
impressed by the results in the few cases I have seen 
treated in this way. 

For the dressing of fistulae I think the best material is 
ordinary white wool soaked in hydrarg. perchlor. 1 in 
2,000, and prepared in the following manner: The wool 
is cut into }-yard lengths, and after sterilization is soaked 
in a solution of perchloride of mercury for half an hour. 
It is then wrung out, dried, and cut into 4-in. squares and 
kept in sterilized glass jars ready for use, and these can 
easily be separated into layers and pulled into any form 
suitable for the track to be dressed. 

Unless the wound is soiled by faecal matter, no further 
dressing is required during the first three days after 
operation, and during this period very light diet should be 
insisted upon. The patient should be allowed two baths a 
day and directed to soak the parts thoroughly in warm 
water, for half an hour at a time, until the process of 
healing is practically complete. 

It is well after the first dressing to pack the tracks 
lightly, as pressure may interfere with healing, which, 
indeed, may make very slow progress at first. By the end 
of the second week, if the granulations are not healthy, 
the addition of lotio rubra might be of service ; and in the 
early stages iodoform oil (grains xx to 1 oz. of olive oil) is 
also useful, pages tracks leading into the bowel, as 
facilitating the packing, for the first few dressings in 
these cases are usually painful. 

No bowel track can be satisfactorily dressed without a 
finger in the rectum, and the same method should be 
employed when it is found necessary to examine the 
wound. The probe generally employed is too thin. It 
should be a solid, round probe, about half the thickness of 
an ordinary lead pencil, for with such an instrument the 
dressing is more readily inserted, and there is no danger 
of ae the mocene 7 ce snsiia : 

ydarogen peroxide is invaluable for cleaning u 
unhealthy granulating areas and blind pockets, hich 
latter should on no account, as Mr. Wallis points out in 
his book on The Surgery of the Rectum, be treated by 





———— 


injections of silver nitrate, as the caustic acts as an 
irritant to the tissue, and if the external opening should 
Beonste blocked, extensive and sloughing new tracks may 
orm. 

After the healing process has advanced well beyond the 
stage of gan the patient may be allowed up for a 
little while each day, but he must not be lost sight of 
until the fistula is quite healed. 
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AcuTz pulmonary conditions in certain stages simulate 
vi closely indeed the signs and symptoms of acute 
i ea lesions and vice versa. Nor is it generally 
recognized that the two are frequently combined. It is 
not uncommon, for instance, to find acute pneumonia 
combined with a pneumococcal infection of the a dix 
going on:to suppuration. It is, perhaps, better known how 
frequently chest conditions supervene on acute abdominal 
lesions. Cases of abdominal lesions seen not quite at their 
inception sometimes show marked signs of bronchitis, and 
this bronchitis clears up when the abdominal condition is 
relieved. This is especially seen in children, and occurs 
fairly frequently in those who have some chronic obstruc- 
tion of the bowels. In making a diagnosis of acute 
abdominal mischief, examination of the chest should 
never be neglected, and the converse is also true. 

It is absolutely essential that any possibility of pulmon- 
ary lesions should be excluded before performing 
laparotomy for what is evidently an acute abdomin 
lesion, because laparotomy in the former condition has 
nearly always a fatal ending. i 

These points are illustrated in the following cases: 


CASE I. ¥ 

A boy, J. W., aged 9 years, was sent into hospital with a 
diagnosis of appendix abscess and with the history of having a 
typical attack of appendicitis. Four core before admission he 
had come home from school with a bad headache, which lasted 
till he went to bed at night; the next morning he vomited and 
complained of pain in the abdomen, apparently most round the 
umbilicus, especially on the rightside. Temperature and pulse 
began to rise and he developed a very slight cough. These 
symptoms continued up to admission, his pain increasing every 


day. : 

On admission the boy — of pain in the abdomen on 
the right side above the umbilicus, and said it felt worse when 
he coughed or breathed deeply. He was not sick, but felt. 
thirsty. He was flushed and the face was pinched. Respira- 
tion was shallow, and, although chiefly thoracic, the upper part. 
of his abdomen moved. He was unable to take a deep breath, 
but in his efforts to do so his whole abdomen moved, though with 
pain. The temperature was 104.4°, pulse 140, and respira- 
tions 40. The skin felt dry and ema prey ‘The abdomen was 
tender, most so between the umbilicus and right costal margin. 
There was slight resistance in the right rectus muscle. There. 
was no dullness of the abdomen, nor was any lump felt nor 
thickening round the appendix, nor was there any tenderness: 

er rectum. There were no physical signs in the lungs. A 
Sieanenis of diaphragmatic pneumonia was made, in spite of 
the history and the general signs, on the facts that the respira- 
tions were hurried and painful, his face flushed, the character 
of his pulse, and the pungency of the skin—a very valuable 
diagnostic 7 of pneumonia. He was treated as a case of 
pneumonia. Next day the abdominal signs were less and the 
respiratory more marked. Physical signs were absent, except. 
at one point in the seventh interspace, right side, mid-axilla 
line, where a small patch of dullness was localized, accompani 
by bronchial breathing and v fine crepitations. These 
physical signs were more marked next day and the patch. 
enlarged. n the eighth day of his illness the temperature fell 
by crisis, and he made an uninterrupted recovery, eee 

The interesting points about this case were that his 
early a were entirely those of acute appendicitis 
with absolutely no lung signs, while on admission he had 
signs of both, and later he had only lung signs. 


CASE II. 
A man, H. H., after breakfast went for a walk and suddenl 
felt a pain in his right side and had to go home. He had had 
some indigestion for a week or two and also had been troubled 
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with a cold and cough for a fortnight. When admitted he was 
evidently very ill, and his face was pinched. Respiration was 
hurried, and evidently gave him pain, as did a slight-hacking 
ugh. Temperature 100° F., pulse 108, respirations 44. The 
abdomen did not move well on respiration, and respiration was 
mainly thoracic in type and shallow. The upper abdomen was 
resistant and very tender to pressure, but no definite spot of 
tenderness was localized. No lump could be felt, and he was 
not tender per rectum. The abdomen was tympanitic all over, 
exeept slight dullness over the stomach, and there was very 
slight reduction of liver dullness, almost imperceptible. On 
the right side of the chest, about the fourth and fifth ribs, there 
was marked bronchial breathing with crepitations and dullness. 
A diagnosis of perforated gastric ulcer was made and the 
abdomen opened. A perforation was found in the stomach at 
its junction with the oesophagus; this was closed by an omental 


flap. 


The interesting points about this case were that he had 
definite lung signs and that the abdominal signs were not 
very marked; the diagnosis of —— gastric ulcer was 
made owing to the history of indigestion, sudden pain, 
resistant abdomen, and reduction of liver dullness. The 
lung signs were due to an old-standing phthisical cavity 
which had recently become active. 


CASE III. 

A boy, J. M., aged 18, was admitted to hospital with a 
diagnosis of appendix abscess,’ and operated on after this 
diagnosis had been confirmed. The abscess was opened and a 
considerable quantity of pus was evacuated and free drainage 
introduced. Some days after operation the patient had a sudden 
pain in the right side of the chest. This was attributed to 
burrowing of the abscess into the pleural cavity, but no definite 
signs. could be elicited except a few crepitations. Temperature, 
pulse, and respirations rose, and his face became flushed. 
Commencing pneumonia was diagnosed. The attack seemed to 
abort, but the patient died, and & post-mortem examination was 
made. Pus was found between the liver and diaphragm, but 
not in the pleural cavity. In. the lower lobe of the right lung 
were three recent infarcts. 


This case was particularly interesting in its after course, 
and it was very puzzling to localize correctly the signs. 

I am indebted to the surgeons of Bury Infirmary for 
permission to publish these cases. 
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Axy study of the common rat trypanosome, T. lewisi, is 
important in that it is akin to the trypanosome of sleep- 
ing sickness. It was demonstrated by Nuttall (1908) and 
others that this trypanosome is carried from rat to rat by 
fleas. Nuttall transferred fleas (Ceratophyllus fasciatus) 
from infected to healthy rats, and found that the latter 
generally became infected. 

Minchin and Thomson (1910) proved that the rat flea 
does not immediately carry the trypanosome from the 
infected to thé healthy animal unless about a fortnight 
has elapsed from the time the flea first fed on infected 
blood—that is to say, the trypanosome must live or 
develop in the flea for about a fortnight before the flea 
which carries it can infeet a healthy rat. 

It has been the general idea that the mechanism of this 
infection is by the flea biting the healthy animal, and 
inoculating trypancsomes through its mouth-parts, My 
object was to discover, if possible, if this were so; or in 
what other manner the fleas infected the rats. 


The following procedure .was adopted. The infective 


fleas were always used in batches of ten for each rat. 
They were first starved for about three days, so as to 
ensure their feeding on the rats on which they were to be 
placed. They were then put on the rats and taken off in 
about half an hour, by which time they had fed. It was 
intended by this method to see if the fleas infected the 
rats either by biting them or, possibly, by contaminating 
them. In the next place, either these or other fleas were 
Squeezed between fine forceps and then put in a bolus 


4 


of bread-sop which was given to h 





ungry rats to eat. In 
this way it was intended to imitate the rats’ natural habit 
of chawing up and eating the fleas which infest them, and 
to ascertain if infection was caused thereby. 


: Result of the Experiment, 
A. Fleas placed on rats for half an hour, and then picked off, 
Of 9 rats none became infected. 
: re a fleas fed to rats with bread, Of 9 rats 6 became 
infected. 
C. Fleas | oper on rats and allowed to stay thereon, as in 
Nature. Of7 rats 2 became infected. 


It will be seen (A) that none of those rats on which fleas 
had been left for a limited time became infected, whereas 
(B) six out of nine became infected after they had fed on 
the infective fleas. We can thus say, con to previous 
preconceived ideas, that rats become in with 
T. lewist by the process of eating the infective fleas, and 
- by being bitten, or contaminated by them in a short 

ime. 

The result of putting fleas on rats and leaving them as 
in Nature (C) was that two out of seven © infected, 
which shows, when compared with the results under (B) 
that in Nature many infective fleas do not cause infection, 
probally because the rat only catches a limited number of 

em. 

It has usually been’assumed that the trypanosomes, 
after ee a “development” in the flea, are inocu- 
lated into the blood of the rat by the mouth-parts of the 
flea. We see, however, that they must pass through the 
wall of the alimentary tract of the rat, and thus reach the 
blood. The forms which do this are probably the “small 
— ” described by Swellengrebel and Strickland 
(1910). 

It is interesting to find blood parasites behaving thus, 
and ‘it is possible that other t osomiases are trans- 
mitted by more devious means than by the simple bite of 
blood-sucking insects. It may be found that non-blood- 
sucking creatures are the intermediate hosts in some 
CARES. 


Summary AND CONCLUSIONS, 


1. Infection of rats with 7. lewist is caused by the rats’ 
act of eating infective fleas. , 

2. It is not caused by contamination of the rats during 
a short time, nor by their being bitten by the fleas. 

i 3. Many more fleas are infective than cause infection in 
ature. 

4. The infective form of the trypanosome, which is 
probably the “small trypanosome” of Swellengrebel and 
Strickland, must reach the blood through the gut wall. 

5. It is ible that other trypanosomiases may be 
transmitted by perhaps even non-blood-sucking creatures. 

I would like here to take the opportunity of thanking 
Professor Nuttall for his kind advice in this work. 
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THE Town Council of Macclesfield has adopted recently 
@ proposal put forward by Dr. Hedley Marsh, M.O.H., 
through the Health Committee, for making provision for 
the treatment of cases of phthisis selected from among the 
dwellers in the more crowded and poorer parts of the town. 
The treatment in view is primarily educational but also 
curative. From six to eight patients are to be kept in the at 
present disused small-pox hospital for periods of about six 
weeks each ; itis believed that during this time it will be pos- 
sible materially to improve their condition as well as educate 
them in the care of their own health, imbue them with a 
sense of the value of fresh air, and driil them thoroughly 
in methods of preventing the spread of infection to others. 
It is considered that in this way it will be possible to pass 
through the hospital about 50 cases a year at an annual 
cost of not more than £337. The food allowance included 
in the estimate is on a liberal scale as compared with the 
outlay on the same item at the fever hospital of the town. 
At the latter the cost is 84d. a day per head, while 1s. a day 
is allowed for each phthisis patient. 
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A DRAINAGE TUBE FOR SUPRAPUBIC 
CYSTOTOMY, LIVER ABSCESS, AND 
ABDOMINAL CYSTS. 


By LAWRIE McGAVIN, F.R.C.S.Ene , 


SURGEON TO THE SEAMEN’S HOSPITAL. 


CERTAIN recent cases of prostatectomy and the drainage of 
cystic cavities have suggested to me that an improvement 
might be effected in the pattern of drainage tube commonly 
in use, more especially for the former operation. The 
points in which this tube appears to me to be defective are 
the following; (a) There is no arrangement by which the 
length of the tube can be accommodated to the depth of 
the cavity ; thus, in small contracted bladders its deep end 
frequently rests upon the trigone, or upon the wound made 
in removal of the prostate ; if thus gives rise to continued 
oozing, discomfort, and delayed healing, while the upper 
end tends to sink into the dressings and allows of their 
becoming soaked if for any reason the Sprengel’s pump 
becomes blocked or ceases momentarily to act. (b) The 
holes in the deep end are, as a rule, made much too small, 
and so are easily blocked by muco-pus or clot. (c) The 
deep end of the tube being closed, it is impossible to wash 
out the bladder without removing the tube; if removed 
early in the case it is often difficult to replace, especially 
in patients who are markedly obese. The tube depicted in 
the diagram has been made for me by Messrs. Allen and 
Hanbury, and will, I believe, be found a great improvement 
on the usual pattern. It consists of an outer tube (a) and 
an inner (8). The former is open at its deep end, and this 
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end has a vertical gap (c) on either side for the last 
inch of its length. The upper end is provided with a flat 
flange carrying two lugs by which it can be gripped by the 
finger and thumb, and in each of these lugs is a slot (a). 
Round the oater tube is fitted an automatic spring collar 
(p), carrying wire arms on either side; these arms rest on 
the abdominal wall, where they can be fixed by a narrow 
piece of strapping. The outer tube can thus be drawn out 
or pushed in through the collar, which grips it sufficiently 
tightly to permit of any desired length of tube being used 
in the bladder. 

The inner tube (8), which fits the outer loosely, has three 
holes (£) on either side of its deep end, which correspond, 
when in position, to the vertical gaps (c) in the outer tube 
already mentioned; accuracy of position is ensured by the 
presence of two small studs (F) which fit into the slots in 
the flange of the outer tube. The inner t1be is provided 
with the usual wine-filler mouth, and its deep extremity 
is closed by a smoothly rounded end. It is thus possible 
to remove the inner tube without disturbing the wound, 
and through the outer to wash out shreds, clots, and muco- 
pus, which frequently remain in the bladder for some time 
when the ordinary tube is used. The apparatus is made 
in three sizes, so as to allow of the narrowing down of the 
wound to a comparatively smal! diameter before the appli- 
cation of an Irving's drain, which, although excellent in its 
way, yet causes considerable maceration of the skin if used 
throughout the case. In association with Sprengel's pump 
I believe and hope that these tubes will prove of much 
assistance to surgeons and conduce to the greater comfort 
of patients. 

They may also be utilized for draining liver abscesses; 
for this purpose the tube of the largest diameter may be 
made of any desired length and a trocar of suitable tize 
may be fitted to it. The two being driven into the abscess 
cavity, the drainage tube is left im situ, and will be found 
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to overcome the common difficulty of kinking where rubber 
tube is used. 

In cases of pancreatic and hydatid cyst they are also 
usefal; in the former case they may be employed through 
@ purse-string suture, the cyst wall being then attached to 
the abdominal wall, while in the latter they may be intro. 
duced. after evacuation of the contents and removal of the 
membrane. 
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MANIPULATIVE TREATMENT OF LOOSE 

CaRTILAGE OF THE KNEE-JOINT. 
In the course of conversation with a friend it transpired 
that some years before he had been troubled with ioose 
cartilage in one knee-joint, and from his description of 
how he was afflicted there could be no doubt of the 
diagnosis. At the time he had the usual medical treat- 
ment, with no benefit. Finally, influenced by advertise- 
ment and recommendation of a then prominent Rogby 
football player, who had been similarly affected and cured 
by a bonesetter, my friend went to consult the same 
individual. The knee was subjected to severe and painful 
manipulation, and for some time afterwards was much 
swollen. But the ultimate result was so far satisfactory 
in that he had no more attacks of the severe pain, etc., 
which previously used to occur when “ locking” took place 
in the knee-joint. 

The remarkable and noteworthy feature about that knee 
now is that it can be hyper.extended. This was another 
result of the manipulation, so that when “locking” dis- 
appeared byper-extension stepped in. Thinking this over, 
the only conclusion I could arrive at was that the byper- 
extension and the cure were both the result of the 
posterior crucial ligament having been ruptured by the 
forcible manipulation, leaving only one crucial ligament 
intact, and at the same time doing away with the possi- 
bility of the loose body “locking” at any time between 
the two crucial ligaments. I have not bad the oppor- 
tunity of verifying this theory on the cadaver, but, if it 
be correct, the treatment may be useful where operative 
measures are objected to, 

I must also state that the knee I have been describing 
is, in spite of this liability to hyper-extension, in all 
respects as good as the other, whether for walking, 
running, jumping, kicking, or kneeling. 

Bradford. Epcar Wm. Suarp, M.B.Glagg. 





TETANUS OCCURRING AFTER SURGICAL 
OPERATIONS. 
Mr. W. G. Ricuarpson published in the Journat of 
April 17th, 1909, a paper on Tetanus occurring after 
Surgical Operations. I regret to have another case to 
add to those recounted in that paper and in subsequent 
letters from other surgeons. The case, however, differs 
in one important respect—namely, no catgut was used, 
the ligatures employed being silk and silkworm gut. 

L. S., aged 60, Hindu, male, farmer, was admitted to 
the Civil Hospital, Belgaum, on June 22nd, 1909, suffering 
from digestive troubles associated with a ventral hernia 
half-way between the navel and the infrasternal notch. 
This hernia was easily reduced by the hospital assistant 
on daty. On June 26th the Mayo operation for radical 
cure was performed. At the operation boiled rubber gloves 
were used by my assistant and myself. Silk was used 
for the deeper parts of the wound, and silkworm gut for 
the skin. : 

After the operation there was some trouble with his 
Inngs. On June 29th he complained of “burning pain” 
in the abdomen, and this lasted throughout. On July 8b, 


‘as abdominal pain was worse, the site of operation was 


examined. The wound was united, but under the union 
flactuation was felt. On pushing in a probe a little thin 
flaid exuded. No complication being suspected, tetanus 
least of all, this was not particularly examined. On 
Jaly 9th the abdominal pain was very severe— like 
labour pains,” the patient said. The wound was opened 
up and one of the deep silk sutures removed. On 
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Jaly 10th it was noticed that he could not open his mouth 
feeely, and that his abdominal walls were rigid. The 
symptoms rapidly increased, and he died at 10 p.m. on 

When the diagnosis of tetanus was made some of the 
fiuid from the reopened wound was sent to the Bombiy 
Bacteriological Laboratory, but the tetanus bacillus was 


found in it. 
= J. B. Surrs, M.B, MCh., 


Poona. Lieutenant-Colonel, I.M.8. 





SIX CONSECUTIVE CASES OF PNEUMONIA 
SUGGESTING INFECTION. 

Tue following notes of six cases of pneumonia seem to me 
to have certain points eufficiently interesting to deserve 
record. They all occurred within a radius of one mile in 
an isolated district of the Shetland mainland. In a 
scattered district like this a radius of one mile represents 
a very limited population. Three of the cases occurred in 
neighbouring houses and two in the same house. No case 
of pneumonia had occurred anywhere in the neighbour- 
hood for two years previously, and the sudden appearance 
of six cases in rapid sequence, and at no great distance 
from each other, certainly suggests the idea of infection. 
In only one case, namely C., was there any history of 
exposure. 

A., aged 27, took ill November 20th, 1910. 

B., aged 46, took ill December 6th ; distant one mile from and 
probable, but not definite, communication with A. 

C., aged 39, took ill December 18th; distant one mile from and 
had regular intercourse with B. 

D., aged 72, took ill January 3rd; distant fifty yards from and 
had regular intercourse with C. : 

E , aged 4, took ill January 12th ; same house as D. 

F , aged 42, took ill Febrnarv 4th ; distant one mile from and 
in regular communication with A. 


Tn all six cases the onset was sudden, the physical signs 
were those of acute lobar pneumonia, and the sputum was 
distinctly bloody. . 

With the exception of B., who died on the seventh day, 
and E., who recovered by crisis on the fifth day, all the 
others recovered by crisis on the eighth or ninth day. 

Shetland. T. Lovatt, M.B. 





RHEUMATOID ARTHRITIS. 

Tue article by Dr. J. Charlton Briscoe in the JournaL 
of March llth, p. 544, on rheumatoid arthritis and its 
treatment by phosphoric acid or phosphates, is very 
suggestive. At present it is held by many that acute 
rheumatism, toxic arthritis, and rheumatoid arthritis are 
three distinct diseases, and their treatment respectively 
sodium salicylate, removal of the cause, and tonics. If 
a case of arthritis responds to sodiam salicylate, the 
diagnosis of acute rheumatism is said to be confirmed, 
especially if there are evidences of endocarditis; but if it 
does not, and especially if the smaller joints are affected, 
the keart apparently normal, and the onset has been less 
ants then a diagnosis of rheumatoid arthritis is frequently 
made. 

Many cases of so-called rheumatoid arthritis have 
recovered completely after removal of some septic process, 
and then perhaps the diagnosis has been altered to that 
of toxic arthritis; but is not the difference between these 
three conditions one rather of degree than of kind? It is 
now practically admitted that the symptoms of each 
condition are probably all due to infection by micro- 
organisms, and in some cases the micro-organism has 
been isolated; but there must also be some other factor 
at work, as Dr. Briscoe points out, and this may be 
either the variety or virulence of the micro-organisms or 
their toxins or the duration of the infection. It is also 
conceivable that these infections may cause bio-chemical 
changes in the blood. 

Sir James Barr has stated that in acute rheumatism 
there is an excess of lime salts in the blood, and now 
Dz. Briscoe is formulating a similar theory with regard to 
rheumatoid arthritis. In certain cases of both diseases a 
decalcifying agent such as phosphoric acid has been used 
With success. Sir James Barr also advocates the use of 
red meat in acute rheumatism, and withholds milk because 
of its lime contents, and a similar diet might be equally 
useful in rheumatoid arthritis, Red meat is usually 
allowed in this condition and milk also, but it might be 





better to withhold the milk as in the case of acute 


_ rheumatism. Certainly in the few cases of acute rheuma- 


tism which I have been able to treat by this method, the 
results have been very satisfactory. 

It is significant that the administration of thyroid has 
been followed by success in some cases, and may it n=+ be 
by its known influence on calcium metabolism und the 
consequent alteration in the constituents of the blood ? 

Buxton. FLORENCE THEOBALDS. 





MEASLES: PNEUMONIA: SURGICAL 
EMPHYSEMA. 
A soy, N. C., aged 10, contracted a severe form of measles, 
and quickly developed pnsumonia. He was intensely ill 
for a fortnight, with dusky hue, temperature 102° to 104°, 
pulse 139 to 150, respirations 60. Sleep and appetite were 
poor and cough troublesome.. His tongue was a little 
moist nearly all the time, and was beginning to clean. On 
the ements of the fourteenth day boy’s temperature 
was normal for the first time, and his colour was a little 
brighter. That afternoon surgical emphysema suddenly 
began to appear, first in the neck, spreading to the chest, 
face, abdomen, and scrotum. It began on the left side, 
but presently extended to the right, where finally it was 
worse, as the boy habitually lay on his right side (which 
was the more affected by the pneumonia). There was 
some tenderness above the left clavicle. Improvement in 
the general condition and in the lungs, however, appeared 
to continue, the temperature remained about normal, and 
pulse and respiration began to slow down. Forty-eight 
hours after the first appearance of the emphysema the 
boy fell asleep, lying on his left side. About two hours 
later “there was a noise in, his throat,” and he suddenly 
became pallid and died. No necropsy was allowed, so that 
I can only guess that the cause of the unusual empby- 
sema was an ulcer of the larynx or trachea, perhaps in 
the nature of a bedsore, which ruptured into the cervical 
cellular tissue. The sudden death may have been due to 
syncope or possibly to another ulcer orating within 
the chest and leading to compression. There was no sign 
of pneumothorax a few hours previously. 
Hampstead. ~ E, Craupe Tayrer, M.S., M.D.Lond. 





THE ADMINISTRATION OF ETHYL CHLORIDE 
. BY AN OPEN METHOD. , 
Ir must, I think, be conceded that if a safe and efficient 
“open” method is available for the administration of an 
anaesthetic, such a method is far preferable to one which 
involves the breathing and rebreathing from a closed bag 
of vitiated air with, toa greater or less extent, its attendant 
cyanosis and sere embarrassment. 

For some five years I have administered ethyl chloride 
by a Rendle’s inhaler made of celluloid. This inhaler, 
without any flannel lining, but of course perforated for the 
free admission of air at the end, I have fitted with a rubber 
facepiece for closer apposition. Etbyl chloride is sprayed 
on to a sponge (freshly wrung out of bot water) and the 
mask applied at once. The quantity ef ethyl chloride used 
is, of course, rather more than in the usual closed method. 
Thus, while 5 c.cm. is an average dose (according to Burton 
and Boyle) for an adult, where the anaesthetic is given by 
the closed method, I usually give 7 or 8 c.cm. with the 
Rendle’s mask to an adult, For children of 7 to 12 years 
I give 5 c.cm. 

I have given ethyl chloride by the above method to 
between 300 and 400 cases, and by the closed method (by 
Luke’s or similar inhaler) to about 300 cases. Of course, 
these numbers are far too small to warrant any dogmatic 
conclusions, but the cyanosis and subsequent discomfort is 
certainly much less in administration by the open method. 
Children are not £0 readily frightened by the apparatus 
and there is less struggling. I believe the open method to 
be much the safer of the two, and in my limited expe- 
rience I have never met with a dangerous symptom in 
using it. The same cannot be said for the closed method. 

My cases have been mostly children and young adults. 
The anaesthesia required has been of short duration (for 
example, removal of enlarged tonsils and adenoids, and 
other minor operations requiring only a short anaesthesia), 
but for such a type of operations the dose mentioned has 
been sufficient. The anaesthesia may safely and easily be 
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prolonged by removing the mask and spraying a further 
amount of anaesthetic on the sponge. 
James A. Mitne, M D.Lond., D.P.H., 


London, E. Assistant Medical Officer of Dr. Barnardo’s Eomes. 





POISONING BY SALTPETRE. 
Casgs of poisoning by saltpetre are rare and are usually 
accidental owing to the large dose which is necessary to 
cause toxic effects. 

In the following case the patient sent her child for a 
pennyworth of salts (that is, magnesium sulphate) to a 
grocer’s shop. The shopman misapprehended the child's 
order and gave saltpetre, part of which the patient took 
that night, and almost fainted afterwards. The remainder 
—the greater portion of the powder—she took the next 
forenoon, and shortly afterwards was seized with pain in 
the stomach and back, and vomited more than two pints 
of bright red-coloured fluid. When I visited her, shortly 
after 2 p.m., she was in a state of collapse; the pulse was 
feeble and irregular—about 56 per minute—and the skin 
was cold. There was no sign of inflammation or corrosion 
of the tongue and mucous membrane of the mouth and 
throat. I prescribed brandy and ice, and to relieve the 
thirst barley water in small quantities. To arrest the 
haemorrhage from the stomach, 15 grains of gallic acid 
with 5 grains of Dover’s powder was administered. She 
was visited again between 4 and 5pm., when I learnt 
that she had vomited during my absence. The white of 
two eggs was rejected, and as there was a return of the 
collapse, the white of one egg with brandy was prescribed. 
She was also prescribed some olive oil as a demulcent, and 
I requested that the vomited matter should be kept for 
my inspection. 

On calling again at 6 pm. I was informed that she had 
vomited several times, and the washhand basin was half- 
filled with dark-coloured fluid like coffee grounds, but in 
larger clots. Though weak, the skin was warm, and she 
had no pain. She was still thirsty, and had not passed 
urine. The tongue was dry and the pupils dilated. The 
finid subsequently vomited became darker but evidently 
contained blood, and oil floated on the surface. A dose of 
castor oil was administered, which was at once rejected, 
and I gave liq. ergotae 5j in water as an astringent. 

On my next visit, between 9 and 10 p.m, I was pleased 
to learn that no farther vomiting bad occurred, and she 
had rallied and felt better. Though weak for some. days 
afterwards, she was able to leave her bed in about a week, 
and made a satisfactory recovery. 

Glasgow. Wittiam A. Casxrz, M.D. 
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ON 
MEDICAL AND SURGICAL PRACTICE IN THE 
HOSPITALS AND ASYLUMS OF THE 
BRITISH EMPIRE. 


LONDON TEMPERANCE HOSPITAL. 

DOUBLE EMPYEMA IN A CHILD: OPERATION: RECOVERY. 
(Under the care of Dr. Porter Parkinson.) 
[Reported by Wittiam Epmonp, L.R.C.P.Lond., 
F.R.C.S.Eng., Resident Medical Officer. | 
G. L., aged 5. years, was admitted on January 31st 
suffering from whooping-cough and bronchopneumonia. 
The mother stated that the child, who had beén under 
treatment for whooping-cough, had become much worse 
during the last two daye, been feverish, and com- 

plained of pains in the chest. 

On admission the child looked extremely ill. The face 
and lips were cyanosed, the pupils dilated, tongue dry and 
farred ; temperature 103°, pulse 110, respirations 58 ; there 
were patches of consolidation with bronchial breathing and 
crepitation at the base of both lungs. 

On February 6th the pneumonic condition at the base of 
the lungs still persisted, and there were moist riles over 
the upper lobes. The child was taking nourishment well, 
but the pulse-rate was as high as 176 and the respira- 
tions 70; the temperature had not risen beyond 102 ° \ 

On February 10th the percussion note at the right base 














was quite dull, and the vocal resonance over this area 
markedly diminished. The pulse-rate had reached 188 
and the temperature 102.4°._ An exploratory puncture 
showed the presence of a collection of pus at the right 
base. Since the child’s condition was so grave a general 
anaesthetic was contraindicated, and it was decided to use 
a local anaesthetic of cucain 2} per cent. solution with 
adrenalin. The child was allowed to sift up on the 
operating table, and inhalations of oxyg%n were given 
throughout the operation. The subcutaneous tissue over 
the eighth rib was infiltrated, and the needle was then 
pushed deeper until the rib was reached. Another injec- 
tion was then made into the intercostal. spaces abe7s and 
below. In four minutes’ time the anaesthesia was comylete 
and the operation proceeded. An incision 3 in. long was 
made down to the rib. The periosteum, which Saatensd 
to be partly stripped by the infiltration, was easily elevated, 
and 1} in. of bone removed by forceps. On incising the 
pleura about 6 oz. of pus “ee “oa No attempt was made 
to swab out the cavity. Two large tubes were introduced, 
and the patient, who did not appear to have been much 
inconvenienced by the operation, was put back to bed. 
The temperature during the next twenty-four hours came 
down to 99.8°, respirations 42, pulse 160. There was free 
drainage through the tube. 

The child's general condition improved during the next 
three days, but then the temperature gradually rose. The 
consolidation at the left base, whi-h had persisted through- 
out, increased, and on February 17th, seven days after the 
operation, an exploratory puncture at the left base showed 
the presence of pus on that side. The opening in the 
right pleura was sealed up with rubber before the second 
resection was performed. No oxygen was given on this 
occasion. As before, the operation was done under local 
anaesthesia, and 40z. of pus were evacuated. On the 
night after the operation the temperature rose to 105°, but 
was reduced to 103° by hot sponging. On the third day 
the child was taken out in his cot into the open, and from 
that time had an uneventful convalescence. 

It is interesting to note that no urgent dyspnoea followed 
the opening of the second abscess. After the airtight 
rubber compress was removed from the opening on the 
right side, the respirations rote from 54 to 60, and the pulse, 
which had been 164, rose to 168. The absence of dyspnoea 
may be accounted for by the fact that both collections of 
pus appeared to be shut off from the pleural cavity, and no 
adhesions were broken down. 

The percentage mortality in cases of bronchopneumonia 
after whooping cough in children of this age is extremely 
high, and when. the pneumonia is complicated by the 
presence of pus in both pleurae, the prognosis must neces- 
sarily be extremely grave. Fortunately, througbout his 
illness the child took nourishment well, which is always a 
favourable sign. : 

_Apart from the administration of oxygen on a few 
occasions when the child showed a tendency to become 
more cyanosed, the drug which appeared to do most good 
was caffeine salicylate, which was given ip 2 grain doses 
every four hours. The use of this drug is warmly advo- 
cated by Dr. Porter Parkinson, who in his large experience 
of the treatment of pneumonia in children has found it to 
be the most efficacious of all cardiac tonics. — 

Except in infants whose ribs are soft and yielding, it ig, 
I think, advisable to resect a portion of rib in order to 
give exit to the large flakes of lymph which line the walls 
of the abscess cavity. Though it may be possible to force 
a fairly large drainage tube through an intercostal space, 
the after-treatment is more difficult, and the necessary 
changing of the tube more painful. In this care a general 
anaesthetic was not permissible on account of the patient's 
condition, nor do I think it wise to use a general anaesthetic 
for a resection. With a proper knowledge of the methods 
of inducing local anaesthesia, it is quite possible to resect 
a piece of rib and incise the pleura without the patient 
experiencing any acute pain. Apart from the actual 
dangers daring the administration of a general anaesthetic, 
the ‘after-effects may seriously handicap the patient's 
chances of recovery. Sluss, in his book Hmergency 
Surgery, says: 


It is a grave error to give chloroform, for it is more than 
likely to hasten the patient’s death. It is rare in such a case 
that any form of general anaesthesia is safe, still ie may be. 
necessary with the excessively timorous. 
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Reports of Societies. 


MEDICAL SOCIETY OF LONDON. 


Monday, April 24th, 1911. 
Carters J. Symonps, F.R.C.S., President, in the Chair. 


Colonic Tetany. 

Dr. F. LancmgaD, in a paper on colonic tetany, called 
attention to a symptom-complex not hitherto described 
and consisting of three symptoms: (1) Relapsing tetany, 
(2) dilatation of the colon, (3) abnormal and offensive 
motions. In the majority.of the patients there was also 
want of bodily development and backwardness, recallin 
the cases described by Hester by the title of “ intestin 
infantilism.” The tetany was unusual by virtue of its 
great chronicity and its tendency to frequent relapses, and 
was related to the condition of the motions and inde- 
pendent of rickets occurring in children past the age 
period of active rickets. The dilatation of the colon was 
not always associated with hypertrophy, and probably was 
not always persistent. He regarded the dilatation of the 
colon as analogous to the dilatation of the stomach in 
gastric tetany, the colon acting as a reservoir where in- 
testinal contents collected and underwent putrefaction, 
tetany resulting either from autointoxication or from a 
specific infection. It was difficult to understand wh 
tetany so rarely accompanied dilatation of the colon if it 
wera produced simply by decomposition of its stagnant 
contents, and therefore there must be either an added 
infection or an inefficient protective mechanism, probably 
due to thyroid or parathyroid inadequacy. 


Laparotomy for Intussusception. 

Mr. E. W. RovucutTon gave an account of 14 success- 
fal laparotomies for acute intussusception in infants, 
and contended that if the cases were diagnosed early and 
treated by laparotomy, without waste of precious time 
= injection or inflation, recovery would almost always 
follow. 

Syphilis and Heart Disease. 


Dr. C. W. Cuarman read a paper on the case of a young 


woman aged 22 who complained of precordial pain, 
dyspnoea, and oedema of the ankles. Her heart was 
dilated, and there was a blowing systolic murmur, musical 
in character, at the apex, a rasping systolic murmur over 
the aortic valve carried upwards, and a loud blowing 
diastolic mu yur carried downwards; there was a systolic 
thrill in the aortic area, and the second pulmonary sound 
was accentuated. The liver was down to the level of the 
umbilicus, and the spleen was felt 3} in. below the costal 
margin. There was visible carotid pulsation. The 
patient was emaciated, and presented brown mottling over 
the neck and both front and back of the chest. The 
Wassermann reaction was positive. The temperature, 
which was 98° on admission to hospital, went steadily up 
to 101.8° on the sixth day, when there was a ee per- 
spiration. The temperature chart for the following two 
and a half weeks showed great oscillation of temperature. 
It was concluded that inflammation of the spleen con- 
sequent on the presence of an infarct was the most 
probable explanation of the fever, and the theory proved 
to be correct at the autopsy. The patient died forty-five 
days after admission to hospital. Dr. F. Parkes WeBer 
_ that he regarded the case as one of tertiary syphilitic 
ever. 





ROYAL SOCIETY OF MEDICINE, 
Section or MEDICINE, 
Tuesday, April 25th, 1911. 
Dr. Mitrcuett Bruce, President, in. the Chair. 


The After-History of the Albuminuria of Adolescence, 
Dr. J. F. Goopwart, in opening a discussion on this 
subject, basing his remarks on 202 cases, said that in his 
opinion albuminuria was merely an evidence of Gisordered 
function which might be due to transient causes. Over- 
growth and food bolting he considered the more frequent 
of these. He considered it had no sinister effect on health 
or had evil significance as regards life. Of the 202 he had 





followed up 38 cases. He had never seen one passing on 

to Bright’s disease. In 7 there was a history of many 
— of albuminuria, and 28 had more than a five years’ 
istory. 

Dr. Saunpsy said he thought that in many of the cases 
the albumen did not disappear during the day. The 
postural cases were the most successful. He had seen 
haematuria after violent exertion. The prognosis in all 
cases was good. He had traced 24 cases extending over 
thirty years, and, excluding all within the later five years, 
of these 1 died and that icom cute myelitis, another 
became epileptic and the albuouonvia was occasionally 
present, but 20 of the cases were now .;\ite well. 

Dr. AnmstRONG referred to a group ot caces he had met 
with at Wellington College. He thought tua: if a census 
were taken any ry ys @ large school of, say, 500 boys, 
15 cent. would be found to be ) passing albumen. The 
athletic cases were, he thought, always associated with 
evidence of temporary heart failure and lowering of blood 
pressure. Extreme emotion, especially fear, was a fre- 
quent cause. Other cases were due to a neurosis, and in 
them it was excited by assuming the erect position. 
A neurotic heredity was an important factor in many 
cases. He thought food had no influence. The functional 
cases recovered, but cases associated with marked lordosis 
were noé intermittent and were not transitory. In all 
cases there was retardation of the venous flow; in the 
last group it was a mechanical retardation. He referred 
to the depraved psychology of these cases. 

Dr. W. Coxtier said his experience was that if the 
patient were in good health he was better without any 
treatment. He referred especially to the athletic albu- 
minuria, Lcantepar er to 156 cases of rowing men of whom 
130 had traces of albumen, and also to some of the ’Varsity 
crews, all of whom had albuminuria ; moreover, in every 
case examined from among running men was albumen 
found, and of 40 racing men all were passing albumen, 
oxalate crystals and casts. He thought the important 
factor was acute passive congestion of the kidneys. 

Dr. Crzment Douxes said of 1,000 boys entering the 
school at Rugby 157 had albuminuria, and in no single 
instance of these, when examined after growth to man’s 
estate, was albuminuria present. 

Dr. W. J. Tyson referred to cases beginning at 20, and 
going on for twenty or thirty years. In these cases he 
had never found albumen absent, and had generally found 
hyaline casts. ' 

Mr. Crement Lucas thought the condition was often 
associated with sexual excitement. Of bank clerks he 
had examined, 10 per cent. had albuminuria. He men- 
tioned one case that thirty years after was in good health. 
As a rule the condition was of no importance as regards 
the future. 

The discussion was adjourned. 


Section oF DiszasEs OF CHILDREN. 
At a meeting held on Friday, April 28th, Dr. E. Cautiey, 
President, in the chair, the following were among the 
exhibits :—Mr. Sserrretp Neave: Von Jaksch Anaemia 
in a girl, aged 1 year and 10 monthe, who presented an 
enlarged spleen and liver, and slightly enlarged glands in 
the inguinal and maxillary regions. The eryt tes, 
among which were poikilocytes, normoblasts, and megalo- 
blasts, numbered 2} millions per c.mm., and the leucocytes 
19,300, of which 66.6 per cent. were lymphocytes. The 
haemoglobin value was 40 per cent. The child showed 
signs of rickets, and the Wassermann reaction was present. 
Improvement had occurred under arsenic and iron. 
Dr. J. L. Buncw: Congenital syphilis treated by “606.” 
The patient was a boy, aged 7} months, who when 
3 weeks old presented typical signs of inherited syphilis. 
In January the Spirochaeta pallida was found, and an 
intramuscular injection of 0.04 gram of salvarsan was 
administered. In seventeen days the signs disappeared, 
but the Wassermann reaction was still positive. Dr. F. 
Parkes Wexer: (1) Congenital heart disease without 
murmur in a gir), aged 2}, who had a family history of 
congenital cyanosis, and who herself had been cyanosed 
from birth. The heart was slightly enlarged, but there 
was no murmur audible. The lesion present was probably 
an aperture in either the interventricular or the inter- 
auricular septum, or in both. Two out of the other four 
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children in the family had been cyanotic from birth, 
and had died at an early age. (2) Congenital heart 
disease, with malformation of the ewternal ear, in a 
koy aged 4 years. Over the cardiac area there was a 
systolic murmur, heard best just to the left of the sternum, 
indicating possibly a patent foramen ovale. In conjunction 
with the heart lesion was a congenital malformation of the 
right external ear. Mr. D. Drew: Pyaemia of five years’ 
duration following suppurative epiphysi:is of the upper 
end of the humerus in a boy. Five years ago, following an 
abrasion of the right knee, an abscess formed on the left 
shoulder, and was opened. This was rapidly followed b 
suppuration of the right elbow and knee joints, an 
abscesses in connexion with the bones of both forearms. 
Altogetber thirty-eight abscesses had been opened. Three 
years ago a course of autogenous vaccine had no appreci- 
able effect. During the past year a similar course had 
been carried out, but two more abscesses had lately 
developed, from which, however, no micro organisms 
could rown, thus suggesting that the infection was 
becoming less virulent. The organism previously culti- 
vated was the Staphylococcus pyogenes citreus. Mr. A. H. 
Toppy: (1) Asymmetry of the pelvis (Naegele) in a girl 
aged 12 years who exhibited partial suppression of the left 
lateral wing of the sacrum. (2) Double congenital club- 
hand of the radio-palmar variety with absence of the 
radius on both sides in an infant. The case was unusual, 
inasmuch as the development of the metacarpal bones and 
phalanges appeared to be perfect. Mr. O. L. Appison: 
1) Malformation of the femur in a child aged 24 years. 

he right leg was the smaller, and showed about 2 in. 
shortening. The femur was much curved, and there was 
a marked degree of coxa vara. No history of injury bad 
been elicited. (2) Tumour on the back, probably dermoid, 
in an infant. The tumour was in the middle line over the 
lower cervical vertebrae, and contained a small nodule like 
cartilage or bone. The following paper was also read: 
Dr. E. Betuincuam Smite and Dr. A. W. G. WooprorpE: 
A preliminary communication on syphilis and mental 
deficiency. in which the authors came to the conclusions 
that: (1) Mental deficiency may be the only evidence of 
syphilitic taint in a family, and consequently syphilis is 
possibly a more frequent cause of mental deficiency than 
is usually suspected. (2) In the Wassermann reaction 
we possess & means of determining more accurately than 
by any other previous method the part that syphilis 
actually does play in the production of mental deficiency. 
(3) It is the offspring of people who have been the subjects 
of mild unrecognized or untreated — who are liable 
to show evidence of nervous instability or deficiency. 
(4) While it is highly improbable that antisyphilitic treat- 
ment will cure mental deficiency, when once it is sufficiently 
pronounced to call for attention, yet it is important to 
recognize the underlying cause, and to initiate such treat- 
ment in the parents as may prevent the birth of other 
infected children. (5) There exists no obvious explanation 
as to why the mothers in these cases afford a negative 
reaction. Perbaps previous infection of the mothers is not 
always necessary for the transmission of the virus to the 
child, or more probably the reaction itself is not infallible, 
and its presence or absence under certain conditions is 
governed by factors as yet unknown. 





LIVERPOOL MEDICAL INSTITUTION. 
Thursday, April 20th, 1911. 
Dr. T. R. Brapsuaw, President, in the Chair. 


Word Deafness. 
Dr. H. Drinkwater demonstrated a case of word deafness 
in a girl aged 143. Until four years previously the child 
had been able to hear normally, but then became deaf as 
the result of a catarrb, and at the end of six months could 
not hearspoken words. When seen by Dr. Drinkwater air 
conduction was absent, but some bone conduction was 
present. Adenoids were removed, and the Politzer bag 
used, and some fourteen days later she could hear a watch 
at12in. But she was word-deaf, and could only repeat a 
few words, such as “one,” “two,” “three.” She could 
speak, write, and read with comprehension. The exhibitor 
considered that the functions of the auditory word centre 








were in abeyance, and that re-education was required, 
The Presivent considered that during the period of deaf. 
ness the child had come to rely entirely upon the visual 
word centre. 


Sodium Salicylate and Iron. 

Dr. Drinkwater demonstrated a method of dispensin 
sodium salicylate with the tincture of the perchloride of 
iron. He dissolved 1 drachm of the soda salt in 2 oz. of 
water, and added 30 or 40 minims of the tincture of iron 
and 1} oz. of a solution of potassium bicarbonate of the 
strength of 1 drachm to 1 oz , and added chloroform water 
to8cz. The result was a clear, palatable, claret. coloured: 
mixture, which he had found useful in rheumatic sore 
throats combined with anaemia. 


The Gaertner Group of Bacillt. 

Drs. Runote and Harriss called attention to the im. 
portant place held by certain bacilli of the Gaertner group 
in the causation of subacute and chronic forms of epidemic 
diarrhoea in children, and stated some clinical observations 
in support of this view. Dr. Hors called attention to the 
number of occasions on which this extremely important 
subject had occupied the attention of this institution. 
His own observations during the years 1884-5-6 showed 
that the mortality from infantile~diarrhoea amongst arti- 
ficially fed infants under 3 months of age was at that time 
fifteen times as great as amongst those who were breast- 
fed. During periods of prolonged absence of rain and of 
high temperature the results of improper feeding were » 
pas 4 90 eng The difficulty of providing suitable 
f ed the Corporation to establish its milk dépéte, 
which had been very successful. Dr. Percy Marsu said 
that the only bacillus constantly found was of the type of 
the dysentery bacillus described by Shiga and Flexner. 
This bacillus was constantly found in that form of diar- 
rhoea in which the stools consisted of blood and mucus, 
and in which pathological changes were found in the - 
lower bowel and colon. Until a more exact knowledge of 
the effect of the toxins of these and other bacteria upon 
the infantile organism had been ascertained we could not 
hope satisfactorily to solve the problem of the patho- 
genesis of infantile diarrhoea. Sterilization of milk bad 
not been followed by the satisfactory results anticipated, 
and given favourable climatic conditions the disease would 
still continue to be prevalent. 


Trephining for Glaucoma. 

Mr. A. Nimmo WaLkgR read a cbhort paper on the results 
of 8 cases of sclero-cornea) trephining for glaucoma, and 
described a modified operation. In all cases the tension 
had been permanently Jowered, and pain when present 
immediately and permanently relieved. Vision in all 
before operation had fallen to finger counting or less. In 
four there had been no improvement; in the remainder it 
bad risen to recognition of large objecte, 4, #;, ard § 
respectively, though of course -with retracted fields. He 
thought that these results were encouraging, and that the 
operation as modified, whilst entailing the least possible 
risk to the eye, held out good prospects of success. Six of 
the cases were shown at the conclusion of the paper. 


Eugenics. 

Dr. MacaLisTER, in a paper on eugenics, classified the 
cases with which eugenics would deal. In the first class 
he put cases in which the inheritance of gross anatomical 
defects was present. Of these the deaf-mute was a type, 
and illustrated well the way in which these conditions 
tend to recur in families after the lapse of several 
apparently healthy generations. The second class 
included patients in whom inherited errors of metabolism 
caused disease; he pointed out that the consequent ill 
health might in many cases be avoided by meeting these 
idiosyncrasies by suitable diet and treatment. The third 
class referred to was one in which a tendency to some 
disease, such as tuberculosis, was inherited. In these 
environment was a protective measure. The preservation 
of the strong and the education of all concerning the 
inflaences of certain acquirable diseases which were factors 
in ruining health and shortening life would, he thought, 
lead to more important results than apy possible system 
of eugenics. 





May 6, 1911.] 


‘MEDICO-LEGAL SOCIETY. 


1055 


lL Tux Barrisn 
MepicaL JounNaL 





ete 





—<- 


MEDICO-LEGAL SOCIETY. 
Tuesday, April 25th, 1911. 


Tue AncreNT OFFICE OF CORONER. 

Dr. F. J. Watpo, ia a paper on this subject, said the 
office of coroner probably arose by a process of evolution 
from earlier and more elementary courts of law. Some 
writers, including Sir John Jervis, had gone considerably 
astray in their historical utterances. They asserted, for 
iostance, that coroners were in existence at the time of 
the Anglo-Saxon Kings Alfred and Atthelstan. In support 
of that statement they referred to Nathaniel Bacon, a 
former Town Clerk and Recorder of Ipswich, who wrote a 
“ Historical and Political Discourse of the Laws and 
Governments of England,” collected in 1688 from manu- 
script notes of Jobn Selden (1584-1654), and also to Dug- 
dale’s Monasticon Anglicanum. Lord Coke and other writers 
averred that the office of coroner was coeval with that of 
the sheriff, and that both offices were ordained by King 
Alfred to keep the peace when the earls gave up the ward- 
ship of the county. Cvke was doubtless misled by 
Andrew Horn’s Mirror of Justices, a plausible but un- 
trustworthy treatise of Anglo-Saxon law, written during 
the reign of Edward I. In Dagdale’s Monasticon it was 
said that Acthelstan in return for a victory over the Scots 
gave a charter (A.D. 925) to the monastery of Beverley, 
granting certain privileges. In a poetical version of this 
charter given by Dugdale, and described by him as prob- 
ably by a hand of later date, were the following lines : 

If man be founden slan idrukend 

Sterved on sain John rike his aghen men 

Withouten swike his aghen bailiffs make ye fight. 

Nan other coroner have ye might 

Swa mikel fredom give i ye 

Swa hert may think or eghe see. 

Critical examination showed these lines were of doubtful 
authenticity, and Professor Skeat on philological grounds 
was of opinion that Dugdale was imposed upon by a 
palpable forgery. 

The first undoubted reference to the coroner was in a 
record setting forth a form of proceedings used at an 
“iter” or eyre or circuit of the King’s justices in Sep- 
tember, 1194. It provided for the election by the county 
of three knights and one “ clericus” or clerk as custodians 
of the pleas of the Crown in the following words: 

Praeterea in quolibet comitatu eligantur tres milites et unus 

clericus custodes placitorum coronae. 
On the whole it seemed safe to assume with Professor 
Gros that Chapter 20 of the Articles of 1194 was merely 
declaratory, that the growth of the coroners was contempo- 
rary with that of the itinerary justices, and that both 
officers were tentatively employed under Henry I. 

The coroner, or Custos Placitorwm Coronae (keeper of 
the king’s pleas), was so called because his special duty 
was to keep pleas, suits, or causes which more particularly 
affected the king’s crown and dignity. .His function was 
not so much to hear and determine causes as to keep a 
record of all that went on in the county in any way con- 
nected with the administration of criminal justice, and 
above all to guard the chance revenues falling to the king, 
such as the forfeited chattels of felons, deodands, wrecks, 
royal fish, and treasure-trove. 

Bracton, in describing the office of coroners concerning 
homicides, says : 

It is therefore their office that as soon as they have received a 
mandate from the bailiff of the Lord the King, or from his 
prudhommes of the ueighbourhood they ought to visit the 
slain, or the wounded, or the drowned, or those who have died 
suddenly, and the breakages into houses, and the places where 
treasure was said to have been found; and this they ought to do 
forthwith and without any delay, and at their coming to those 
parts they ought to order four, five, or six neighbouring town- 
pe that they come immediately before them, and by their 
oath make an inquest concerning the man slain, when they 
shall have been required by the Coroner. 

He also states that another duty belonging to the office 
of coroner was the holding of inquests in cases of rape and 
of arson. :; 

According to the Mirror of Justices: 

Coroners were wont also to hold their views in cases of 
sodomy, and on infant monsters who had nothing of humanity, 
or who had more ot the beast than the man in them, and these 
the coroner caused to ba buried; but the holy faith. grows 
stronger every day, whereby folk do not burden their souls with 
such horrible sins so commonly as they used. 








According also to Britton, whose manual on law was 
published in 1291, the coroner was 

A principal guardian of the King’s peace, bearing record of 
the pleas of the Crown, of his owa views on inquests, and of 
abjarations and outlawries. The primary object of his office 
appears to have been to keep watch over the profits of the 
Crown. He was bound to inquire concerning treasure-trove, 
wreck, whales, and sturgeons, and to secure them for the King’s 
use. The inquest in cases of sudden death had a similar pur- 
pose, to see that the Crown was not deprived of its emoluments 
arising from the forfeiture of the chattels of felons and outlaws. 
The coroner alone bore record of outlawries in the county court; 
his presence was required whenever judgement of death was 
passed in @ court of private jurisdiction ; appeals of felony were 
commenced before him; and his inquests extended to cases of 
rape, which was from ancient time a matter of royal juris- 
diction, and consequently of profit to the Crown; and in cases 
of wounding which might possibly lead to death, and upon 
pas 1 the wound was serious, an appeal of felony might be 
ounded, 

The authority of the mediaeval coroner, therefore, was 
of a judicial character in respect to the cause of death, 
the forfeiture of lands and goods, the disposal of 
treasure-trove, wrecks of the sea, and deedands, the escape 
of murderers, and the declaration of outlawries. It was 
administrative in a few special cases where the coroner 
executed the king’s writs in place of the sheriff, or 
summoned a jury to assess compensation in cases where 
the sheriff's land was compulsorily taken for public pur- 
poses. Four of his various functions survived to the 
present “+ The basis of modern practice was to be 
found in the famous statute, now repealed, of De Officio 
Coronatoris, 1276. This enacted that the coroner should 
go to the place where any person was slain or suddenly 

ead or wounded, and by his warrant to the bailiffs or 
constables summon a jury out of the four, five, or six 
neighbouring towns to make inquiry upon oath upon view 
of the body. With his jury he was to inquire into the 
manner of killing and all circumstances that occasioned 
the party’s death; who were ree whether the dead 
person was known; where he lay the night before. They 
should examine the body to see if there were any signs of 
strangling about the neck, or of cords about the members, 
or of burns. If any appeared guilty of the murder the 
coroner should inquire what goods, corn, and lands he 
bad, and then the dead body should be buried. Then 
followed regulations as to deodands—that is to say, the 
things or chattels that caused death by misadventure, and 
were forfeited to the king to be applied to pious uses as 
a gift to God. The chattel itself was not given up, but 
only its value as appraised by the jary and paid for by the 
owner, and the sheriffs were answerable for the amount. 
The words in the statute “suddenly dead” apparently 
were not meant to include sudden deaths from fever, 
apoplexy, or other such visitations of God, but applied 
only to deaths from violence or unnatural causes. 

As regards the qualifications of a coroner, by the Statute 
of Merton (20 Henry III, 3) it was assumed, apparently 
as a matter of definition, that all coroners were knights 
on a basis of land ownership. The Statute of Weat- 
minster, passed nearly forty years later—in 1275—pro- 
vided that “none but lawful, most wise and discreet 
knights should be chosen for the office.” Later, in the 
statute De Militibus of Edward II, ié was considered 
sufficient if a coroner had lands enough to be made a 
knight—that is, a sum of money arising out of land, and 
amounting to £20. These statutes were replaced by the 
14 Ed. IiI, St. 1, Ch. 8, which enacted “ that no coroner 
be chosen unless he have land in fee sufficient in the 
same county whereof he may answer to all manner of 
people "—a qualification which was still required by 
statute at the present day from the coroner for a 
county. 

The coroner’s duties at the present day were much 
more limited than in ancient times. Outlawry in civil 
proceedings was abolished in 1879, and was now very 
rare in criminal cases. Its chief object was to gain 
possession for the Crown of the outlaw’s property in 
cases where he had left the country and gone where 
he could not be extradited. B ection 44 of the 
Coroners Act, 1887, a coroner might not now try and 
pass judgement in Crown cases, nor hold inquests of. 
royal fish, nor of wrecks, nor of felonies, except felonies 
on inquisitions of death, nor might he inquire of the 
goods of such as by inquest were found guilty of 
murder or manslaughter, nor cause them to be valued 
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and delivered to the township. The forfeiture of the 
goods of convicted felons, and of persons who had com- 
mitted felo de se, was done away with in 1870 The 
practice of claiming deodands was abolished in 1846 as 
‘ unreasonable and inconvenient.” 

The coroner was @ direct officer of the Crown chosen 
for life or during good behaviour, and his office did not 
come to an end with the death of tle Sovereign. He was 
responsible only to the Lord Chancelloz, as representing the 
King. Down to 1888 county coroners, as in the earliest 
day#, continued to be elected by the freeholders of the 
county much in the same way as in the election of 
members of Parliament. They are now elected in a less 
direct and popular way by the county council on the old 
writ de coronatore eligendo, still issued by the Lord 
Chancellor, and directed to the county council instead of 
to the sheriff. The old method of. direct popular election 
entailed great cost upon candidates. For instance, three 
élections for Central Middlesex before 1888 were said on 
good authority to have cost the successful candidates 
£12,000, £6,000, and £3 000 respectively. 

The Departmental Committee appointed by the Home 
Office to inquire into the law relating to coroners and 
coroners’ inquests issued a report in 1909 suggesting a 
number of alterations in the law. They advised, among 
other things, that in future no one should be eligible for 
the office who was not a barrister, solicitor, or medical 
man. They also suggested that a coroner should be given 
the power to order and pay for post mortem examinations 
without an inquest necessarily following. On this point, 
the speaker’s view was that if the cause of death was so 
doubtful after preliminary inquiry that a post-mortem 
examination was needed, that was a sufficient reason for 
holding an inquest. 

The office of coroner undoubtedly contained the germ of 
vast public utility, and, should the Legislature find time 
to consider the matter, it would be well for the public if 
they made the office as attractive as possible to competent 
men. Having secured efficient officers, it was, the speaker 
thought, of paramount importance that everything possible 
should be done to place the coroner, like the judges, in an 
independent position, and that every encouragement be 
given him to live up to the oath he took on entering office 
—namely : 

To use his best powers for the doing of right, and for the good 
of the inhabitants within his jurisdiction. 





LEEDS AND WEST RIDING MEDICO- 
CHIRURGICAL SOCIETY. 


At a clinical meeting on April 7th, the Presipent (Dr. A. 
Christy Wilson) in the chair, the following were among 
the exhibits :—Mr, Litttxwoop: (1) A patient who had 
been operated on for Adeno-sarcoma of the common bile 
duct involving the cystic duct. He was 65 years of age 
and had had intense jaundice for six weeks previous to the 
operation, with great loss of weight. After an operation 
on March 25th, 1910, the patient made a good recovery; 
the jaundice rapidly cleared up. He was now apparently 
quite well and had gg 3 st.in weight. (2) A patient, 
aged 33 years, with Malignant disease of the sigmoid 
flecure involving the small intestine and bladder, with a 
fistulous opening between the bladder and colon. The 
illness commenced in February, 1909, and he was treated 
for a long time as a case of mucous colitis. After an 
operation in 1910, which included removal of a portion of 
the colon and small intestine with end-to-end union, he 
made a good recovery and was now apparently quite well; 
he had gained 2 st. in weight. Dr. T. Warprop GRIFFITH 
showed a case of Raynaud's disease which had been under 
his continuous observation for twenty-two years. The 
ordinary local phenomena had come on twenty-seven years 
ago at about the age of puberty, the patient being now 41. 
At an early stage the sclerodermic changes found in many 
cases of Raynaud's disease became very marked, and to 
these were added a shortening of the tendons of the fore- 
arm and of the palmar fascia. For ere | years the fingers 
had been seen to be getting shorter, and on radiographic 
examination it was seen in the case of several of the 
fingers that the distal phalanx had completely dis- 


appeared, and in the case of some that even the |, 


second phalanx was reduced to very small proportions, 





Dr. A. G. Barrs and Mr. J. F. Dosson: A woman, aged 37, 
in whose case eighteen months previously a diagnosis 
of Inoperable carcinoma ventriculi was made. She 
was then treated with morphine suppositories, and as 
she did not lose weight-was readmitted on February 3rd, 
1911. Chronic ulcer was now diagnosed and partial 
gastrectomy performed. Two days after the operation 
there was a discharge of pancreatic fiuid. A slight dis. 
charge was still _——- but the patient’s general con- 
dition was greatly improved. Mr. R. G. M. Langit: 
A case of advanced rheumatoid arthritis treated by ninety 
Injections of fibrolysin and by massage. For fourteen 
years the patient had been a helpless cripple, but could 
now move about the house and walk up and down stairs 
unaided. Dr. W. H. Maxwetu Tewuine: A case of exten. 


sive chronic Gummatous dermatitis of nine years’ dura. 


tion successfally treated by an intramuscular injection of 
salvarsan. Mr. R. Lawrorp Knaces and Mr. H. Bairy: 
A woman, aged 37,in whom a tuberculous caecum had 
been excised four years previously, and who still remained 
in good health and presented no intestinal symptome. 
Mr. J. F. Dosson and Mr. S. W. Daw: A case in which a 
woman first attended the infirmary eighteen months ago, 
presenting large and very hard masses of glands in the 
neck, accompanied by much pain and loss of weight 
and strength. She had been under treatment with 
Coley’s fluid for eighteen months. Many of the glands 
had broken down and discharged for a little time. She 
complained of pain in the neck when the injections 
were. discontinued. The enlargement was regarded 
as malignant, but had not been. examined histo- 
logically. Mr. H. Corzinson: A woman, aged 26, in 
whom he had-removed a Calculous cast of the ureter. 
It measured 8 inches long and from } to 1 inch thick; its 
lower end hooked over the brim of the pelvis. Mr. 
MicuaEL A. Traie: A case in which an Artificial pupil 
had been produced in an om, mass of iris and 
inflammatory material by punch forceps. Mr. J. A. 
CoupLanD, discussing Salvarsan, described local pain, 
painfal induration, and abscess formation as real disad- 
vantages in intramuscular injection, and mentioned a case 
in which a woman, aged 26, and six months pregnant, 
became, after intravenous injection of 06 gram of a 
neutral emulsion of salvarsan, profoundly collapsed 
before the injection was completed. Vomiting and diar- 
rhoea followed, with a rapid, irregular, wesk cardiac 
action, and the patient aborted five hours Jater. For 
pitas hours after the injection her condition was 
critical. 





NOTTINGHAM MEDICO-CHIRURGICAL 
SOCIETY. 


At a meeting on April 19th, Mr. W. Mortizy Wittis, 
President, in the chair, Dr. J. S. Bouton, in a paper on 
the causes and treatment of Stiff jointe, said that the 
keynote of local treatment consisted in flushing the joint 
with pure blood. Sodium salicylate, potassium iodide, 
and iodide of iron were the principal drugs to be tried. 
For the joint itself the following methods should be 
tried: Elevated position, Bier’s method, radiant heat by 
means of an electric lamp, massage, the use of an electric 
vibrator, the faradic coil, high-frequency current, and 
the continuous battery. Mr. R. G. Hocarts thought the 
value of electricity in stiff joints was greatly overrated. 
The only real success he had obtained was by means of 
radiant heat up to 400° F.; here the pee difficulty was 
to avoid blistering. Dr. J. Watson doubted whether in 
high frequency the current passed at all deep to the 
subcutaneous tissue. Dr. F. Hatt in a paper on some 
of the Lesser known uses of arsenic, said he had found 
arsenic to have a distinct effect in cases of cancer as an 
anodyne, in retarding the growth in inoperable cases, and 
in preventing recurrence after operation. The drug, in 
the form of arsenic iodide, was of great use in mosi 
diseases of the alimentary canal, in phthisis, and neuritis. 
In epilepsy he found that by gradually adding arsenic to 
the yee mixture he was able to lessen the dose of 
the bromide, and finally was able to keep the: fits under 
by the use of arsenic alone. Very useful, too, was ita 

ect in helping to clear up a pneumonic lung and in 
promoting absorption of pleuritic effusion. 
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NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY. 


Ar a meeting in Manchester on April 21st, Dr. Heri, 
President, in the chair, the following were among the 
exhibits:—Dr. Bricas (Liverpool): (1) A left-sided Hydro- 
salpine with complete torsion of the pedicle in the direction 
of a right-handed screw. The patient was a robust but 
sterile woman, four years married, aged 52, who was 
known to have in her psivis bilateral thin-walled -cystic 
swellings mobile and painless. Treatment for them was 
not advised as sterilization was dreaded by the patient, 
and there were no symptoms until a heavy day’s shopping, 
without any unusual or excessive physical test or strain, 
was followed the same night with a “ peritoneal crisis,” 
vomiting, abdominal pain and rigidity, and slight fever 
(temperature 101°). From Thursday to Sunday the 
distress was acute and frequently required morphine; on 
the following ‘Tuesday the uterine appendages were 
removed; bilateral hydrosalpinges; the left tube was 
twisted close to the uterus—its size 4 in. by 3} in, its 
shape a folded retort. (2) A large circumscribed Fibroma 
of the left ovary, an enlarged fibromatous uterus, and a 
small solitary fibroil of the uterus, removed from a 
woman, aged 50. She was the mother of two children, 
the younger aged 17 years; soon after the birth of 
the younger child an abortion bad occurred. Her natural 
climacteric at the age of 49, in September, 1910, 
remained undisturbed until January, 1911, when a solitary 
profuse period was reported. The conditions then dis- 
covered led to the performance of the abdominal radical 
operation. It proved difficult owiog to the unusual adhe- 
sions of the tumour and the intimate organic contact with 
intestine. The pathological report showed a solid fibro- 
matous tumour within its thin capsule of ovary, and no 
ascites. Its structure was mainly that of a spindle-celled 
fibroma. The rapid rate of growth, its site within a com- 
plete envelope of ovary, its large size and its unusual 
adhesions, the absence of ascites and the presence of one 
finger-nail patch of superficial calcification, were collectively 
features of an ovarian fibroma which complicated the 
diagnosis when an enlarged uterus was raised, itself 
fibroced, and the seat of a small fibroid. Dr. EnGiisu 
(Manchester): (1) a very large Fibroid uterus removed 
from a young single woman of 28, who complained that for 
two years her abdomen had been increasing in size, of 
increasing constipation, and of trouble with micturition. 
The abdomen was the size of an eight months pregnancy, 
and contained a large irregular hard mass, about the shape 
of a seven months fetus. She was very anaemic, and in 
poor general condition. She was fed up and treated with 
tonics until the operation on December 1st, 1909. The 
uterus, along with the left ovary, which was cystic, was 
removed, and she made an uneventful.recovery. The lefé 
ovary contained a bilocular dermoid cyst, one division con- 
taining hair and sebaceous material, and the other teeth 
and cartilage. (2) Pedunculated fibroid of the uterus, 
showing red degeneration, removed at the end of the fifth 
month of pregnancy. The patient complained most of 
. pain, especially on movement, and was prevented from 
following her employment on this account. She was aged 
29, and married nine years; this was her first pregnancy. 
She had previously suffered from gonorrhoea. Clinically, 
in addition to the usual signs of pregnancy, there was a 
tumour the size of an orange in the right inguinal region 


attached to the uterus, but separable from it, leaving a deep 


groove. The patient progressed well until the fifth day, 
when labour pains came on and she was delivered of a 
living five months fetus. Otherwise recovery was un- 
eventful. Dr. Gorpon FitzGrratp (Manchester) : A speci- 
men consisting of cervix and uterus which he had removed 
by the abdominal route from a patient of 60. As the 
specimen appeared to be one of very great rarity, a special 
subcommittee was appointed to investigate its nature. 
Dr. Buarz Bett (Liverpool) described his Buttress operation 
for cystocele and rectocele. It consists in excising the 
redundant vaginal mucosa, and freeing the remaining side 
flaps from the bladder or rectum. ‘he flaps are then 
sutured with mattress sutures, so that a broad raw under- 
surface of each flap is apposed. The free edges are joined 
by an overhand suture. In this way a strong central 
column or buttress is formed, and this it is claimed is 





much stronger than the ordinary linear scar which almost 
invariably stretches. Dr. Arnotp Lea showed lantern 
slides of an Early ovum, which he had recently obtained. 


Rebietus. 


AN ANTHROPO-SOCIOLOGICAL ESSAY. 

A sHokrT title is almost necessary for a book; but in many 
cases, of which Dr. Wooprurr’s Expansion of Races’ is an 
instance, it is very difficult to fix on one which shall give 
an approximate idea of the nature of the contents. This 
book is not historical, as might naturally be supposed; 
it would be better described as anthropo-sociological; 
though, unlike the works of Ammon and De Laponge, it 
is the sociological element which preponderates. The 
author is well equipped for his work by extensive and 
various reading, and specially, it seems, by an intimate 
knowledge of the Philippine Islands, where the Amsricans 
are carrying on a difficult and doubtfal experiment in the 
government of .a race which is neither civilized nor 
savage. 

The leading idea of the book is much the same as that 
of Malthus. The author regards overpopulation as the 








greatest of evils, welcomes, unlike most of us, the decline 


in the birth-rate which seems to have set in among all 
civilized peoples, but acknowledges at the same time the 
necessity of a surplus of labour as a condition of industrial 
progress. Herein he agrees with Charles Booth. In 
matters enteregolegicnl he relies a . good ‘deal on Sergi, and 
in historical pathology on Archdall Reid; but he differs 
from the former in regarding the northern dolicho-blonde, 
not the Alpine broad heads, as the true Aryans. Indeed 
he thinks, with De Lapouge, that the dolicho blonds are 
the true ealt of the earth, and that the history of civiliza- 
tions has in general been the history of dolicho-blond tribes 
who have pushed down from the north, overrun and sub- 
jected inferior breeds of men, forced their development by 
their own greater energy and brain-power, and then faded 


_ away under the influence of warm and sunny climates for 


which they were not adapted. Thus he agrees with 
Woltmann that the Italian Renaissance owed a great deal 
to the yet unexhausted strains of Gotb, Lombard, and 
other German blood, whose features we recognize in some 
* Aaa leading spirits of mediaeval and post-mediaeval 
taly. 

De. Woodruff holds strong views as to the non- permanence 
of hybrids, mulattos for example, who, he thinke, will 
disappear from the Statee. It is of some interest to con- 
trast this opinion with that of a naturalist of fifty years 
ago, who thought there was not a really pure negro in 
Virginia. ; 

When Dr. Woodruff speaks of insufficiency of food as 
the great limiter of population, he has scarcity of nitro- 
genous food especially in view. “ Nitrogen,” he saye, “is 
like money—we never have enough unless we have a little 
more than needed.” Of course he discusses Chittenden’s 
experiments, but disbelieves his conclusions. 

In the latter part of the book he lapses into American 
politics; and very interesting he is on this subject. But 
we have my | space to say that, like most highly cultivated 
Americans, he has a horror of real democracy. 

JOHN BEDDOE, 





NATURE AND NURTURE. 


Tue Jewish people being dispersed among the nations and 
living under very various conditions in every part of the 
world, it becomes a matter of great interest to ascertain 
how far they exhibit characteristics which may be con- 
sidered peculiar to themselves and differing from those of 
the peoples in the midst of whom they dwell. The subject 
is very thoroughly treated in a recent work by Maurice 
Fisnperc, of New York, entitled, The Jews: A Study 
of Race and Environment? 

In the author’s opinion the generally accepted idea that 
Jews are an example of an absolutely pure race is 





1 Expansion of Races. By C. E. Woodruff, A.M., M.D. New York 
and London: Rebman. No date. (Roy. 8vo. pp. xiand 495. 17s.) 

2The Jews: A Study of Race and Environment. By Maurice 
Fishberg. London, New York, and Meibourne: Walter Scott 
Publishing Company. 1911. (Cr. 8vo, pp. 597. 
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altogether erroneous. This view is likely to find little 
favour among his co-religionists, who have always been 
assured and proud of the purity of their race. It may, 
however, be said that the author is not alone in his opinion, 
which is held by many of the more thoughtful followers of 
the creed. The probability that, during the time polygamy 
was customary, there was a constant admixture of foreign 
blood cannot be ignored, and the author is undoubtedly 
correct in the assertion that at times large groups of 
strangers or even whole peoples have adopted the Jewish 
faith and have been absorbed into the race. At the same 
time if must be remembered that for many centuries the 
rule of monogamous marriage has been generally ary a 
and that since the Middle Ages at least, there has been 


little intermarriage with other races until within quite 


recent times. The author calls attention to the absence 
of a cranial type common to all Jews, and asserts that 
every variety of cranium has been found among them, 
from an extremely round head in Caucasian Jews to 
heads of an equally marked dolichocephalic character in 
those of Africa and Arabia, the prevailing type in every 
case resembling that of the people among whom they 
dwelt. This would seem to go far in support of the con- 
tention that there has been a mixture of race, but the 
author is on less sure ground when he cites the variety of 
stature and complexion in support of his view. It cannot 
be held to be by any means certain that changes in habit 
and conditions of life may not have their influence in pro- 
ducing the varieties mentioned. Marked increase of 
stature, for instance, has been observed in the course of 
only two or three generations in Jews whose parentage 
was known when there had been no mixed marriages, 

As might have been expected, the author, holding the 
view stated, finds few, if any, characters which he con- 
siders could be described as Jewish. The chief patho- 
logical characteristics are held to be a somewhat undue 
liability to suffer from diabetes and insanity. This Mr. 
Fishberg puts down to a general nervous instability, and 
he is no doubt quite correct in aesuming that the hardships 
and persecutions to which the bulk of the people have 
been exposed for centuries, have produced an hereditary 
tendency in this direction. It is also noted that, these 
diseases being more common in urban populations and 
among those engaged in exciting or hazardous buciness 
pursuits, Jews, who belong largely to these categozic® 
might be expected to show a larger proportional morbidity, 
and that it is not necessary to assume any racial tendency. 
The comparative immunity from tuberculosis which has 
been remarked in English Jews is shown to obtain in every 
country for which statistics are obtainable. This the 
author ascribes to a process of natural selection by which 
the Jewish race, accustomed for centuries to live in 
crowded and insanitary quarters of large cities, has acquired 
a special capacity for resisting the adverse conditions result- 
ing from such a life. It is, however, probable that the 
freedom from a tendency to alcoholic excess plays a 
considerable part in giving an increased power otf resist- 
ance, and it is noteworthy that consumption has of. late 
become more frequent among Jews in New York as well 
as in London, while many observers are of opinion that 
they are more prone than formerly to adopt the habits of 
their neighbours in respect to alcoholic indulgence. 

As regards cancer, Mr. Fishberg seems to incline to the 
opinion that there is neither immunity from, nor excessive 
tendency to, this disease. He states, however, that several 
gynaecologists in New York have given him information 
as to the rarity of cancer among Jewesses. This is 
certainly not the case in London, where, allowing for the 
difference of age distribution, cancer appears to occur as 
often in Jewesses as in women of other sections of the 
population. As to other diseases, the author finds no 
difference in the morbidity or mortality among Jews from 
that obtaining generally in the locality where they reside. 
Their special tendency to suffer from diseases of the 
gastro-intestinal system is considered to be confined to 
functional disorders. This again somewhat differs from 
the conclusion to which the English recent statistics 
would seem to point. In addition to the subjects referred 
to, there are interesting chapters on Jewish criminality, 
and on their social and economic conditions. Altogether 
the book is a careful and almost exhaustive account of 
Jewish characteristics ; the bibliography and index at the 
end are remarkably full and complete. 
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OXYPATHY AND URIC ACID CRYSTALS. 

TxE condition which has been recognized for so long iy 
France under the name of “ herpetisme ” or “ arthritisme.” 
and in England more recently has been called “ uricaemia” 
or “lithaemia,” has, according to Professor Storurznzp 
attracted comparatively little attention in Germany. He 
refers forit the name Ozxypathie® us indicating an aciq 
intoxication, and he believes that it plays an important 
part in the diseases of infancy and childhood. This acig 
poisoning is the result of the formation of unoxidizable 
acide. Oxidizable organic acids introduced with food 
such as lactic, citric, and malic acide, do not count, s0 that 
all that tastes sour must not be regarded as harmful, 
Organic acids formed in the body, sach as diacetic and 
oxybutyric acids—which are not oxidizable to carbonic 
acid gas and water, but fix alkalis and combine with 
ammonia—are injurious. A constitutional or individual 
intolerance for acids which may be constitutional or 
acquired must also be taken into account. There are, 
therefore, three factors in the production of acid intoxica. 
tion. Normal growth is not possible when the needs of 
the body are not supplied with a sufficiency of fixed a)kali, 
so that in the suckling child an excess of acid is highly 
nes but chronic acid poisoning at all times of life 
eads to a multitude of disorders, and modifies the course 
of infectious diseases. As chronic acid poisoning arises in 
consequence of excess of acid in the food, it is complicated 
ty the results of excessive alimentation—obesity, gout, 

eat diet causes oxypathy, not by containing too much 
acid but providing too little alkali. Bad results of feeding 
infants on cow's milk he attributes to the excess of fatty 
acids, which decompose the phosphates, set free phos- 
phoric acid, and cause oxytosis; and he believes that the 
thorough sterilization of cow’s milk by which the excess 
of phosphates is precipitated causes itto suit better. He 
thinks the same true of Gaertner’s fat milk. Buttermilk, 
be points out, though poor in fat is rich in phosphates; 
and asses’ milk probably owes its good repute to its 
poorness in fat. He concludes that ill resnits are pre- 
vented by the addition of citrate of soda. Soapy stools do 
not cause harm by the loss of fat, but by the phosphoric 
acid which is set free when the calcium bases combine 
with the fatty acids, and acid intoxication results. Rickets 
is not due to the loss of lime but to defective lime meta- 
bolism, so that rickets, instead of being due to soapy stools, 
is a powerful cause of their production. On the other 
hand, the~general symptoms of rickets—for example, 
sweating, pallor, and restlessness—are due to oxypathy, 
as they are removed by the use of citrated milk, which by 
itself will not cure or prevent rickets. The atrophy or 
wasting of infants fed on cow’s milk is a chronic ali- 
mentary phosphoric acid poisoning, as cow’s milk is rich 
in phosphates and fat, forms soapr, and sets free phos- 
phoric acid. But those children who are free from rickets 
and have no hereditary intolerance of acids may do as 
well on cow's milk as on mother’s milk. So long as the 
body only parts with surplus alkali, the setting free of 
phosphoric acid in the bowel does no harm, and acid 
poisoning begins only when the reserve of alkali is 
exhausted. Breast-fed children may suffer from acid 
intoxication in consequence of the high percentage of fat 
in mother’s milk if rickets be present, or there is an exces- 
sive intolerance for acids. Eczema in children he 
attributes to acid intoxication, and gives several illustra- 
tions of the value of citrated milk in its cure. Scrofula 
also is referred to the same cause, that is to say, the 
lymphatic tissues are predisposed to inflammation by the 
acid intoxication before they become infected by the 
tubercle bacillus; this early stage may be cured by 
appropriate treatment. For older persons with a tendency 
to acid intolerance vegetarian diet is the best treatment, 
but caution is needed in the quantity of fat ingested, and 
cereals, pulses, nuts and almonds should not be reckoned 
amongst the antioxypathic foods, while pure carbo- 
hydrates, such as sugar and starch, contain no alkali. The 
vegetable’ foods which are of value for antagonizing the 
tendency to acidity are green vegetables, salads, turnips, 
cucumbers, melons, tomatoes, potatoes, and all kinds of 
fruit. With respect to drugs, he prefers the citrates to the 
carbonates, and sodium citrate to potassium citrate. It 
has seemed well to give an abstract of Dr. Stoeltzner’s 


8 Oxypathie. Von Professor Dr. Wilhelm Stoeltzner. Berlin: 8. 
Karger. 1911. (Roy. 8vo, pp.91. M.3.) 
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thecries and conclusions, but we must not be understood 
as in any way endorsing them. 


mphlet of over a hundred pages,‘ purporting to be 
eh. o a patient who has been under the care of Dr. 
M. J. Kittel of Franzensbad, is designed to draw the atten- 
tion of the public to the method of treatment pursued by 
that physician. The writer complains that the system is 
ignored by the medical profession, although described by 
Dr. Kittel in the Berliner klinische Wochenschrift in 1897 
(No. 17). He finds fault with the medical profession for its 
jonorance and neglect of the study of rheumatic gout; he 
says that in spite of the progress made in other directions, 
nothing more is known of these diseases than was known 
in antiquity, and that the methods employed are either 
useless or worse, and he quotes a good deal from the book 
published not long ago by Dr. Falkenstein (see BritisH 
Mepicat Journat, April 9:h, 1910, p. 875), in which the 
orthodox remedies for gout are criticized from the per- 
sonal standpoint of the author as a gouty sufferer, and a 
method of treatment by hydrochloric acid is strongly advo- 
cated. Passing over the criticisms of the medical profes- 
sion, we may turn to see what the writer has to tell us 
about Dr. Kittel’s theory and method. We learn that the 
health of the tissues depends upon the adequate supply of 
blood ; if it is cut off they die; if insufficient they are ill- 
nourished and decay slowly. Such disturbance of the 
circulation is most commonly caused by cold or damp, and 
the longer it lasts the greater is the contraction of the 
blood versels and the disturbance of the circulation. In 
any case the effect is to give rise to the death of cells. This 
is the fundamental cause, but he assumes the existence of 
a feeble resistance possibly due to the condi'ion of the 
nervous system. Tissues so damaged are favourable seats 
for the deposit of urates; these at first are in the colloid 
form, but afterwards become crystalloid. The dead por- 
tion of the tissues is “ encircled by a ring of urate crystals, 
whose sharp needles pierce the neighbouring parts, and 
are the cause of the severest pain and inflammation,” 
hence an attack of gout! This somewhat crude statement 
is Mr. Kuz1ng’s account, for he gives only short extracts in 
inverted commas which purport to be from the words of 
Dr. Kittel. In his pathology he mixes up gout and rheu- 
matism, holding’ them to be identical in their causation. 
The method of treatment is described even less satisfac- 
torily. As it is impossible to dissolve out the deposit of 
urates by chemical means Dr. Kittel has discovered a pain- 
less mechanical method of removing them. No violence 
must be used, and an accurate knowledge of the anatomy 
of the joints is needed. If the crystals “ have their points 
broken off they are much less painfal to remove.” How 
this is done or how the urates are removed is not explained, 
but some histories of patients who have been cured by Dr. 
Kittel are appended. The final chapter does not make the 
matter clearer by informing us that the method is not 
massage; “if has nothing in common with massage” 
(p. 123). “Owing to the complicated structure of the 
joints, an accurate knowledge of which is not possessed by 
masseurs and masseuses, or even by all qualified physicians, 
the method can only be applied by those who possess 
special knowledge and training”; and again, “the method 
calls for the complete knowledge of an experienced 
pbysician, which must be combined with the special 
training of a specialist in Kittel’s method of treatment.” 
This is all we have been able to learn from reading the 
book; it leaves us just as wise as before, the only prac- 
tical deduction from it being that those who wish to try 
the treatment must go to Franzensbad and place them- 
selves under Dr. Kittel’s care. It is to be regretted that 
this book has beeu written, but we hope that Dr. Kittel 
will promptly repudiate it, and in the interests of his pro- 
fessionai reputation take steps to prevent its farther 
circulation, 





j THERAPEUTICS. 
In the preface to his Practical Guide to the Newer 
Remedia 5 Dr. Fortescur-BrickDAxs tells his readers that 





‘ Die Heilung der gichtisch-rheumatischen Erkrankungen, gemass der 
erfolgreichst bewahrten Methode des Dr. med. M. J. Kittel. Von J. F. 
Kleine. 1911. Berlin: Kleine and Stapf. (Demy 8vo, pp. 127.) 
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the book does not concern itself with patent medicines or 
secret remedies, but is only intended to pass in review the 
newer drugs whose pharmacology has more or less 
accurately ascertained. In an introductory chapter he 
points out that the majority of medical men are called 
upon to devote the greater part of their time and attention 
to the cure or alleviation of disease, and in the light of 
such a truism he emphasizes the anomaly in our present 
system of medical education “that the average medical 
student should be required to devote such a small portion 
of the curriculum to acquiring a knowledge of therapeutics 
and pharmacology.” This fact has long been recognized 
as a serious blot upon the technical instruction of pro- 
spective medical practitioners, but the blot remains despite 
the most energetic protests of practical men whose oppor- 
tunities have enabled them to gauge the inefficiency of the 
large maj ig of those who are newly qualified to prescribe 
adequately during the early years of their professional 
careers. Dr. Fortescue-Brickdale expresses the opinion, 
with which many will agree, that in the education of 
the student “ too much time is now spent on detailed pre- 
liminaries to the exclusion of those all-important practical 
subjects upon a thorough knowledge of which his future 
success in his profession will toa great extent depend.” 
It may be safely affirmed that many of the newer remedies 
mentioned in this volume are practically unknown to the 
majority of the professioa. Some of them, though rarel 
used, are of proved value, others have not yet atom. 
from the experimental stage, while not a few oe passed 
into the currency of everyday practice, and in regard to 
them much useful information is afforded. Of the newer 
preparations of arsenic we are told that the cacodylates 
have proved disappointing and unreliable; but this 
opinion must be accepted with a certain amount of reserve, 
because in the experience of some clinical observers they 
have afforded results which justify, to some extent, the 
claims in their favour first set forth by the French school, 
Of the arylarsonates, which the author believes are 
destined to attain a larger measure of usefulness, a note of 
warning is sounded on account of the possibility of tem- 
porary or permanent blindness which experience has 
shown may be a consequence of their exhibition. In 
dealing with uric acid solvents, attention is directed to the 
fallacies that may arise in connexion with the administra- 
tion of drugs believed to possess the power of rendering 
the uric acid circulating in the body flaids more soluble ox 
less likely to be deposited as sodium biurate in the tissues. 
It is right to insist that the true relationship of uric acid 
to disease is no§ even now thoroughly understood; that 
many so-called “cures” for that bogey of the public 
imagination, uric acid, are unreliable, and some quite 
worthless; and that “experiments in vitro are not con- 
clusive evidence as to the efficacy of the so-called uric 
acid solvents, as the conditions in the body cannot be even 
remotely reproduced in a test tube.” In discussing the 
more recent derivatives of digitalis, some of which are now 
in extensive use, the author, though admitting their value, 
is disposed to think that the most reliable results are still 
to be obtained from the older fashioned tincture or in- 
fusion. The more important hypsotics, which, thanks to 
the enterprise of chemists, are becoming bewildering in 
their multiplicity, are passed in review, and their com- 
parative virtues considered. He favours a combination of 
hypnotics in suitable cases, and confirms what many 
observers have found, that'the admixture of two such 
drugs is often more efficacious than the exhibition of one 
alone. To all who are engaged in the treatment of dis- 
ease, this volume may be cordially recommended as a read- 
able and comprehensive summary of the newer remedies, 
of what may be expected from them, and also of what 
may be feared from their unwise or haphazard 
administration. 


We commend to those of our readers who have sufficient 
German Dr. Martin Jacozy'’s book on experimental thera- 
peutics,® as giving in a short space a clear description of 
the modern methods by which in Germany a number of 
workers are seeking to advance the treatment of disease. 
It is true it deals with laboratory work and not with bed- 
side treatment, but although the information gained by 
the experimental method must always be brought to the 


6 Kinfiihrung in die Experimentelle Therapie. Von Dr. Martia 
Jacoby. Berlin: Julius Springer. 1910, (Demy 8vo, pp. 186. M.5.) 
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ultimate- test of clinical experience, yet the purely 
empirical method followed for. some thousands of years 
has given uncertain results, and it is only recently that it 
has Ciconis possible to apply the experimental method to 
therapeutics, that is, since knowledge of the microbial 
origin of diseases has rendered it possible to study in 
animals the effects of various methods of treatment upon 
the growth and development of the microbes or upon par- 
ticular morbid symptoms—for exawple, fever, glycosuria. 
The principle of chemical antagonism has received man 
illustrations from recent investigations, thus rabbits an 
dogs, in which the symptoms of acidosis are produced by 
the injecting of acids and the animals brought to the very 
point of death, may be restored by the injection of alkalis; 
cats poisoned by carbonic oxide’ may be restored by 
transfasion and inhalations of oxygen. Hydrocyanic acid 
poisoning may be treated by sulphur compounds or 
rhodium salts; Reid Hunt's experiments on acetonitrile 
show that the hydrocyanic acid set free from this sub- 
stance may be antagonized by sodium thio-sulphate. Dr. 
Jacoby gives many other instancer, but we may only 
mention the antagonism of physostigmin and curare, of 
atropine and muscarin and of calcium and magnesium. 
The next principle is that of substitution therapeutics 
where the organism suffers from the defect of some sub- 
stance that can be supplied, or some substitute found for 
it. Of this the best example is thyroid feeding for 
myxoedema. The principle of antiparasitic therapeutics 
may be illustrated by Behring’s antidiphtherial serum. 
This branch is classified under three headings: (1) Im- 
munizing therapeutics (Pasteur’s treatment for rabies 
is a gocd example, Koch’s tuberculin being another 
attempt on the same liner, while more recently Ruppel 
and Rickmann have produced a tuberculo sero-vaccine by 
which they have been able to render guinea-pigs immune 
to tuberculous inoculation). (2) Serum therapeutics, 
of which the antitoxins for diphtheria and tetanus 
are brilliant examples of what this line of research 
can produce. (3) Chemical therapeutics, a term which 
might include the whole range of pharmacy, but 
is restricted here to those chemical agents which 
attack the causes of disease. The infection may 
be cured by killing or expelling the pathogenic 
microbe or by so changing the poison that it no longer 
injures its host, or by preventing multiplication and 
growth of the microbe, or by so altering the body of the 
host that it can be no longer injured by the parasites, that 
is to say it becomes immune, or finally the drug may 
stimulate the organism to produce antiparasitic substances 
capable of antagonizing or destroying the microbe. This 
line of research has been specially followed by Ehrlich 
and his collaborators. He set himself to find a specific 
poison for each micro-organism and has formulated the 
following conditions as essential: Small doses of the 
remedy must suffice either to kill the microbe or to inter- 
fere seriously with its development. The doses must do 
no harm to the animal, and the remedy must be able to 
kill the microbe not only in a test tube, but in the living 
organism. Working on these lines he has made many 
useful discoveries of which one of the most important is 
that the halogen phenol compounds are infinitely more 
poisonous to micro-organisms than is phenol itself; thus 
pentabromphenol is 500 times more poisonous to microbes 
than phenol, while it is less poisonous to the host. As is 
well known Ehrlich has produced atoxyl for the treatment 
of sleeping sickness and the remedy salvarsan for syphilie. 
In subsequent chapters Dr. Jacoby gives brief accounts of 
what has been done in the treatment of various diseases, 
explaining the principles upon which the attempts are 
made and although all have not been productive of good 
results, the record is instructive as foreshadowing the line 
along which no doubt the progress of therapeutics will be 
made. No teacher of this subject can afford to be content 
with the old materia medica or to ignore the results of 
experimental research. 


In the volume entitled Popular Drugs: Their Use and 
Abuse,’ by Dr. SypNzy HILuigR, we have a restatement of 
well-known arguments in favour of the proper use of 
certain valuable remedies and stimulants which, from 
their popularity, may be said to have entered into the 


7Popular Drugs: Their Use and Abuse. By Sydney Hillier, M.D. 
London; T. Werner Laurie. 1910. (Post 8vo, pp. 192, 3s. 6d.) 
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daily habit of a large section of the public; and also 
a recapitulation of the generally accepted dictum that 
disaster dogs the footsteps of those who allow discretion 
to be swamped by undue surrender to their tempting 
allurements. Dr. Hillier is no advocate of a rigorous 
asceticism, as may be at once inferred from the genera] 
conclusion at which he arrives in regard to the value of 
alcohol, the most popular and most potent of drugs. Of 
alcoholic beverages in general he says that in moderation 
aud at meal times they are beneficial, provided they are 
of good quality. He argues that if alcohol be expurgated 
from the daily regimen, excess in some other direction ig 
invited ; but it is difficult to understand upon what grounds 
he comes to the conclusion that, in the case of the 
working map, his renunciation of alcohol should beget 
the * chewing of strong tobacco in large quantitier,” or 
in that of the professional or business man it should mean 
the compulsion to “smoke more and smoke stronger.” 
Sarely tobacco is not the only alternative to alcohol; and 
if it were, is it in accordance with fact that chewing and 
smoking the stronger and coarser varieties of tobacco is 
really the trend of excess in tobacco indulgence? Obser. 
vation would rather encourage us to fear that danger lay 
much more in the direction of indulgence in the milder 
and more readily adulterated tobacco—or apology 
therefor—which in the shape of the ubiquitous cigarette 
is rapidly becoming the favourite of every class of the 
community. The fashion of the present day is un- 
doubtedly, as the author says, in the direction of a more 
widely spread addiction to soothing and pain-killing drugs, 
and for this we must blame the insidious ingenuity of the 
manufacturing chemist as well as the advertising enter- 
prise of the mendacious quack. Both pander to the 
demands of highly strung and badly balanced nervous 
systems, which crave for relief from the pain, sleep- 
lessness, and emo that belong to an age in which 
the demands on mental and physical energy are greater 
than their reserve of endurance. Though the indulgence 
in popular drugs may be more common, it is less than 
formerly a mere gratification of a vicious appetite; 
fashion has become, and is every day becoming, more 
opposed to the gratification of the mere animal pro- 
pensities to excessive use of intoxicants. Books such 
as this are not of much service as offering any method 
whereby the frailties of humanity may be immediately 
eradicated, but they point the way by which, in course of 
time and with an increase in self-submission, salvation 
may be achieved. Dr. Hillier has succeeded in writing 
a volume that is readable and inspired by a philosophy 
which must encourage the hope of better things in all who 
are interested in sociological development. 





NOTES ON BOOKS. 


PROFESSOR T. K. MONRO’S Manual of Medicine,® the third 
edition of which is before us, remains substantially as it 
was in the second edition, a review of which was published 
in the BRITISH MEDICAL JOURNAL of June 13th, 1908. Ex- 
tensive alterations have been made and some additions in 
such subjects as dysentery, syphilis, cardiac arrhythmia, 
the cerebro-spinal fluid, epidemic anterior poliomyelitis, 
enteroptosis, and food poisoning have increased the size of 
the book. The section on cardiac arrhythmia gives a short 
account of the work justly associated in this country with 
the name of Dr. James Mackenzie. The book is now 
rather large for what it purports to be—an introduction to 
the study of systematic medicine—and to some it would 
seem that it might be improved by omitting the section on 
diseases of the skin. It is a trustworthy book which might 
safely and well be placed in the hands of the medical 
student commencing the study of the subject. 


Hints on Outfit for Travellers in Tropical Countries® is 
the title of a useful little textbook by Dr. HARFORD, 
Principal of Livingstone College. The book has now 
reached a second edition, and this indicates that it has 
been popular. . For laymen and others proceeding to tha 
tropics an enormous amount of useful and really essential 
information is contained within its pages. Clothing, 





8 Manual of Medicine. By T. K. Monro, M.A.,M.D. Third edition. 
London: Bailli¢re, TindaJl and Cox. 1911. (Demy 8vo, pp. 1045. 15s.) 

® Hints on Outfit for Travellers in Tropical Countries. By Charles 
Forbes Harford, M.A., M.D., Principal of Livingstone College; 
Physician to the Church Missionary Society, etc. Second edition. 
London : The Royal Geographical Society, 1, Savile Row, W.; and at 
all booksellers, 1911. (Fcap. 8vo, pp. 65. 1s 
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climate, provisions, mosquito prophylaxis, medicines and 
medica! requisites, and sanitary matters are all suitably 
dealt with. It is absolutely essential that people going to 
not countries should know these things. 





In a book for nurses entitled, Care of the Patient,’ Dr. 
A. T. HaWES endeavours to cover in some 170 pages of 
large print the whole of medical, surgical, and maternity 
nursing. Most of the space is devoted to describing the 
mechanical details involved in nursing patients and aid- 
ing their medical and surgical attendants. There is thus 
little in the book which fulfils the expectations created by 
its title, nor anything that is likely to prove very informing 
to nurses trained in this country. In one or two instances 
the practices suggested involve the acceptance of views 
not universally adopted. Still, the information supplied is 
very clearly worded, so the book may be useful to those 
who have either forgotten much of what they were taught 
at their schools, or who were never thoroughly trained. 


In a pamphlet recently published by Mr. HENRY HAMILL, 
under the title of The Truth we owe to Youth," an attempt 
—neither very satisfactory nor conspicuously novel—is 
made to discuss afresh a problem which has offered serious 
difficulties and excited much diversity of opinion through- 
out many generations of men. The author deals with his 
subject in a philosophic spirit, which is admirable enough 
so far as: it goes, but he fails to effect a practical coalition 
of fact and theory after a manner whereby they may be 
made available for the requirements of a workaday world. 
How much or how little of the great sex question should 
be communicated to or discussed with young people is a 
point difficult to decide. To many it seems that no hard 
and fast law universally applicable can be laid down, but 
that every parent or guardian must, out of the fullness of 
knowledge of the young people for whom he or she is 
responsible, determine how much or how little should be 
revealed, and when or how such information should be 
imparted. Mr. Hamill’s pamphlet is interesting reading 
for adults, though, in our judgement, unsuitable for perusal 
by the young. Theauthor’s personal views and reflections 
occupy the first half of his monograph, the remainder being 
devoted to a recapitulation of the opinions of others with 
whom he is more or less in accord. He writes pleasantly, 
and no fault can be found with the manner in which he 
handles a difficult and delicate subject. 





10 Care of the Patient. 
illustrations. 1911, Philadelphia: P. 
(Crown 8vo. pp. 173. 4s.) 


By Alfred T. Hawes, AM.,M.D. With six 
Blakiston's Sons, and Co. 


UThe Truth we owe to Youth. A Vision of Sex.’ By Henry 
Monuit Freiburg (Baden): J. Bielefelds Verlag. 1910. (Demy 8vo, 
pp. 91. 








MEDICAL AND SURGICAL APPLIANCES. 
Urethral Ointment Applicator. 


MR. ANDREW CHARLES, F.R.C.8. (Dublin), writes: In- 


treating chronic urethritis I have found the instrument 
depicted in Fig. 1 a most efficient means of applying oint- 
ments. It has been made for me by Messrs. Down Bros. 
of St. Thomas’s Street, London. It consists of a metal 
tube with lateral slits, and a solid conical screw-off end 


with a| 


metal 
obtu- 
rator 
fitting 
inside 
it, anda 
metal nozzle with universal screw to fit any ordinary col- 
lapsible tube. The technique is as follows: The anterior 
urethra is first washed out with a pint of antiseptic solu- 
tion, using a 4 oz. syringe with a rubber nozzle. The 
instrument, previously sterilized and lubricated with 
glycerine, is then passed without its obturator as far as 
the bulb (sometimes into the posterior urethra). The 
nozzle, having been screwed to a collapsible tube con- 
taining the ointment, is inserted into the opening of the 
urethral tube and the ointment tube squeezed. (The oint- 
ment may be liquefied, if 
necessary, by heating the 
nozzle in a Bunsen flame). 
The obturator is then slowly 
passed, Griving the oint- 
ment through the slits in 
the tube, which is rotated two or three times to spread it 
over the urethral surface. Massage on the instrument, 
forwards from the perineal scrotal junction to the fossa 
navicularis, is kept up for two or three minutes. The 
instrument is then removed and the glans covered with 











Fig. 1. 








cotton-wool, which is retained until the next urination. 
The following advantages are claimed for the instrument: 
(1) Simplicity ; (2) the conical end screws off, and it can be 
easily cleaned and sterilized ; (3) a large quantity of sterile 
ointment can be thoroughly distributed on the urethral 
surfaces; (4) the urethra can be massaged on the instru- 
ment, forcing the ointment into the urethral folds and the 
ducts of the glands; (5) it acts as a dilator. The same 
firm has made me a rectal ointment applicator in which 
the same principles are applied. It is shown in Fig. 2. 


A Fumes-absorbing Gas Heating Appliance. 


An ingenious apparatus for obviating the nuisance and 
danger of fumes from a gas stove has been devised by Dr. 
Percy Wilde, of Bath. The applianco, which is decorative in 
appearance, consists of an ordinary gas fire with an 
enclosed flat, oblong tank above it, and a similar one at its 
base, the two tanks being connected by four upright 
columns. In the lower tank the fumes are condensed and 
deposited, and as there is no outlet, such as a flue-pipe up 
the chimney, it is claimed that there can be no waste of 
heat or emission of noxious vapours. The process of con- 
densation is interesting. The fumes from the stove rise 
into the upper tank, are then circulated within the four 
columns by means of an artificial draught, and finally pass 
into the lower tank, which contains slaked lime and 
water. By this means they are cooled to 70° F., although 
their original temperature may have been 300°. The 
cooled fumes, again ascending, meet the new hot fumes 
in the flue behind the burners, and these together form 
rapid condensation, producing a vacuum which gives rise 
to sufficient draught to draw air into the fire. The car- 
bonic acid gas is then absorbed by the water of condensa- 
tion, which trickles down into the tank, and, meeting the 
slaked lime and water, becomes precipitated. as carbonate 
of lime. As this action proceeds and the water becomes 
saturated with the gas, the insoluble carbonate of lime, 
combining with the carbonic acid, is changed into soluble 
bicarbonate, and can be drawn off when necessary by 
means of a tap; slaked lime is added from time to time, 
about 8 lb. being required every six months. Dr. Wilde’s 
representative, who has a rough model for demonstration 
purposes at 5, Duke Street, Adelphi, W.C., tells us that the 
fire has been tested in a closed room continuously for many 
days, and has proved efficient. He states that the full 
amount of radiant heat is emitted through the talc front, 
while the convected heat from the surfaces of the tank and 
column: arrangement never rises above 100° F. Doubtless 
an attempt will be made to apply the same principle to 
coal fires, so as to abate the smoke nuisance, but here one 
foresees obvious difficulties. 


A Pessary Introducer. 

Dr. N. I. Spriggs (Leicester) writes: This little instrument 
has been designed to minimize the inconvenience to the 
patient from the introduction of a flexible ring pessary 
(either the ordinary watch-spring or the ‘combination 
fluid’’ pessary). Its mode of action will be sofficiently 
explained by the illustration. On the introduction of the 
ring by means of this appliance the vaginal orifice under- 
goes only the minimal necessary distension—that is, that 
required for the 
— of the ring 

its flexed con- 
dition, as the room 
occupied by the 
metal of the in- 
strument is so 
small as to be 
negligible. In the ordinary method of introduction with- 
out any appliance some finger room must necessarily be 
required, thus aggravating the discomfort of the sir pe wears | 
in a sensitive patient. Both ring and instrument shoul 
be thoroughly lubricated, and then by thumb pressure the 
former can be easily disengaged from its holder and slips 
into the vagina with hardly any distension of its orifice. 
The instrument has been made for the writer by Messrs. 
Anderson and Dodds of Birmingham. 





Safety Parabolic Reflector Lamp. 


Messrs. F. and J. Bruce, 232, Borough High Street, 8.E., 
make a safety parabolic reflector lamp of a form which is 
very well known, although many qualities are sold in the 
shops. The lamp made by this firm appears to be care- 
fully and intelligently constructed of good material; the 
oil vessel] is made of English brass, is fitted with a safety 
tnbe, and the reservoir can be filled from the side. The 
parabolic reflector is made of hardened metal, and will not, 
it is said, go black with heat, as happens to some cheaper 
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types. When fitted with the reflector a very bright con- 
centrated light is obtained, suitable for use in hospitals 
and consulting rooms. The lamp, we are told, has been in 
use at Guy’s Hospital and other institutions for a good 
many years. It is made in various forms, the cheapest 
being a hand Jamp which can be hung on the wall; price, 
in brass, 4s. 4d. 





MEDICINAL AND DIETETIC ARTICLES. 


Suprarenalin Solution. 


WE have received from Messrs. Armour and Co, (Atlantic 
House, Holborn Viaduct, E.C.) samples of a suprarenalin 
solution prepared by them and sent out in 1-oz. bottles. 
The strength of the solution is 1 in 1,000, and we are in- 
formed that it is made from an ash free crystalline active 
principle of the suprarenalin substance, that it contains 
nothing but this active principle, distilled water, and 
sufficient sodium chloride to make it of normal saline 
strength, and that it is free from chloral and its de- 
rivatives. We have reason to heiieve it to be a good and 
reliable solution, which may be used with confidence if the 
directions issued with the bottle as to the preparation of 
solutions and the care of the stock bottle are observed. 


Kolynos Dental Cream and Liquid. 

We have received samples of an antiseptic mouth wash 
called Liquid Kolynos, and of Kolynos Dental Cream, 
from the makers, Kolynos Incorporated (Newhaven, 
Conn., U.8.A., and 4, Farringdon Avenue, London, 
E.C.). The dental cream, or tooth paste, which is 
supplied in collapsible tubes, is stated to have the 
following composition: Soap, 33.0; precipitated chalk, 
25.0; absolute alcohol, 20.0; glycerine, 15.0; benzoic acid, 
3.0; eucalyptus oil, 20; oil of peppermint, 2.0; saccharin, 
0.50; thymol, 0.25; and the results of our analysis are in 
conformity with this. It is distinguished from many 
preparations of this class by the extreme fineness of the 
chalk; it is quite free from grittiness and as smooth as an 
ointment. Liquid Kolynos is generally similar in com- 
position, but without the chalk ; it is intended to be used 
as a mouth wash. According to the reports of experts 
which are supplied, the results of bacteriological tests 
made in this and other countries with organisms of the 
mouth and throat show that the combination of anti- 
septics used in Kolynos give it a high germicidal power. 
It is a very pleasant and refreshing preparation in use. 





SCIENCE NOTES. 


In addition to what may be considered as the natural 
means of transmission of sleeping sickaess through the 
agency of Glossina palpalis, Koch brought forward 
evidence in 1907 which seemed to show that the disease 
might be transmitted by sexual intercourse.’ In a part 
of Uganda where the tsetse fly does not occur fifteen 
women were found infected, and investigation disclosed 
the fact that they were all married, and that their 
husbands had either died of or were affected with 
sleeping sickness. This curious observation, the accuracy 
of which has been doubted, received no confirmation 
at the time, but since then a considerable amount of 
experimental work bearing on the matter has been done. 
The results have not been altogether harmonious, but 
evidence has undoubtedly accumulated to show that 
various trypanosomes under certain conditions may pass 
through unbroken skin or mucous membranes, and so 
cause infection. The recent work of Dr. Hindle! adds 
valuable confirmation. Working with Trypanosoma 
gambiense, he tried feeding experiments by the mouth. 
Rats were fed on the organs of animals which had died 
of sleeping sickness, but no infection ensued. When the 
rats, however, were fed on fresh infected blood infection 
invariably followed. The contradictory results are 
ascribed to the fact that feeding with pieces of solid 
organs caused a much greater flow of gastric juice than 
the feeding with blood, and that the gastric secretion is 
inimical to the trypanosomes. Infection by the vagina 
was next attempted. The introduction of infective blood 
into the vagina always gave rise to infection, but experi- 
ments in which infected males were confined with un- 
infected females and vice versa were uniforzly negative. 





1 Parasitology, March, 1911, p. 24, 





It was further shown that the trypanosomes from infec. 
tive blood could pass through the uninjared skin. Teg , 
experiments, if not conclusive, certainly emphasize the 
danger of workiny with infective blood. The unsuccessfy] 
results of the experiments under approximately natural 
conditions are not surprising when consideration is given 
to the small number of observations and the chanceg 
against their being made at the critical time. In this 
connexion attention may be directed to the paper 
Mr. Strickland which we publish to-day (p. 1049). He 
affords apparently unequivocal proof that infection with 
the rat trypanosome may take place by ingestion through 
the alimentary canal, and that this, as opposed to inocula. 
tion by bites, is probably the natural method in this 
particular instance. 


The nature of the processes involved in the utilization of 
carbohydrates by the animal organism has always 
obscure, and, in spite of much work on the subject, our 
position at present goes little further than a recognition of 
the obvious fact that sugar is largely destroyed in the 
healthy body. The question has been raised of the 
presence of a glycolytic enzyme causing true alcoholic 
fermentation of tbe sugar, and a series of researches 
carried out by Stoklasa and others within the last half. 
dozen years has appeared to yield confirmation of this 
supposition. Further support has been drawn from the 
well-known phenomenon of the formation of lactic acid 
in the tissues after death, which has been interpreted 
as an intermediate stage in the process of alcoholic 
fermentation. Such a theory could not fail to have 
considerable influence on our ideas of. physioloxical 
metabolism, but a careful piece of. work by Harden 
and Maclean* has recently shown that it is probably 
founded on altogether erroneous observations. Experi- 
ments of this kind involve the examination and manipu- 
lation of various animal organs and tissues. It is only 
with great difficulty that these can be kept free from con- 
tamination with bacteria during the course of the experi- 
ments, and in most cases hitherto no attempt has been 
made to do so. Harden and Maclean point out the 
difficulty of performing such experiments under absolutely 
sterile conditions, but with careful precautions they 
succeeded in doing so on a few occasions. In these cases 
no trace of alcoholic fermentation could be detected. The 
presence of an efficient antiseptic leads to a similar 
negative result. The fermentation occurring under 
natural conditions must, therefore, be due to the action of 
bacteria, a large number of which are known to cause 
rapid fermentation of various sugars. The unavoidable 
conclusion, therefore, is that there is no satisfactory 
evidence that alcoholic fermentation occurs in animal 
tissues after removal from the body, apart from the 
presence of sugar-fermenting bacteria. 


Contrasted with the bacteria, the higher fungi have 
hitherto occupied a very insignificant place in pathology. 
The diseases which they are known to originate are 
neither very numerous nor widespread, but at the same 
time their importance to medicine, especially in tropical 
countries, is by no means negligible. On that account 
a recent note® by Professor Castellani, of Colombo, on 
fungi of the genus Endomyces affecting man may be of 
more than passing interest. The most familiar species 
of this genus is the well-known Endomyces, or Oidiwm 
albicans, the causal agent of thrush. Castellani has 
obtained a number .of strains from cases of broncho- 
mycosis in Ceylon, and they all differ from H. albicans 
and E. lactis. There are nine different types, the com- 
monest of which was described a year ago as ZL. tropicalis. 
The remaining eight appear to be all separate and distinct 
species, divisible into two groups, pseudotropicalis and 
paratropicalis, according as they do or do not produce 
change when grown in litmus milk. Along with 
E.. tropicalis, the paratropicalis group is almos{ cer- 
tainly pathogenic to man, while the pathogenicity of 
the pseudotropicalis group is still in doubt. 





2 Journal of Physiology, January, 1911. 
8 Centralblatt f. Baktericlogie, etc., I Orig., 58, p. 236, 








M. BussatT, a member of the French Chamber of Deputies, 
has brought forward a proposal for the creation of a 
Ministry of Hygiene. 
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THE INTERNATIONAL PLAGUE CONFERENCE 


IN MANCHOURIA. 
[From our Specta CoRRBSPONDENTS. |] 


Tas International Plague Conference in Manchuria com- 
menced work at Mukden on April 3rd, the proceedings 
being opened by the Viceroy. It is being attended by 
some forty-four delegates, representative of eleven 
countries, including China. The English delegates are 
Drs. R. Farrar, Douglas Gray, and G. F. Petrie. Well- 
known delegates from other countries are Professor 
Kitasato (Japan), Professor Zabolotny (Russia), Dr. 
Martini (Germany), and Dr. R. P. Strong (America). 
The Chinese delegates include several of European 
birth, among them Drs. R. A. P. Hill, W. H. Graham 
Aspland (who is also medical secretary to the con- 
ference), D. Christie, A. Stanley, and Paul Haffkine. 
The chairman is Dr. Wu Lien-teb, M.A. M.D Camb., 
who returned to China some two years ago after a dis- 
tinguished career at St. Mary’s Hospital, London, and the 
School of Tropical Medicine, Liverpool. He also worked 
at Halle in Germany, and at the Pasteur Institute in 
Paris, where he was present as the holder of a research 
studentship of the University of Cambridge. 

In the course of a speech of welcome to the delegates, 
the Viceroy said that the Chinese Government would not 
easily forget the ready response that its invitation to assist 
in the conference received. He hoped that the work to 
be done would result in the saving of life not only within 
the Chinese empire, bat in all other places where plague 
might break out. He and his fellow-countrymen had for 
long believed in a system of medicine which the expe- 
rience of centuries had taught them to be of service in 
many forms of illness, but the lessons of the epidemic 
compelled them to revise their former ideas. They felt 
that the practice of medical science must move hand in 
hand with the advancement of other learning, and that 
use must be made of the wonderful resources of Western 
medicine. In future modern medicine, and especially 
sanitary science, would, he hoped, receive more attention 
in China than hitherto. 

The delegates were also addressed by the Hon. Soa-ke 
A. Sze, the High Commissioner dispatched to the confer- 
ence by the Prince Regent of China, who said that the 
epidemic which had raged in Northern China and Man- 
charia during the past months had been, he believed, the 
most fatal outbreak of plague which had ever occurred. 
The death-rate had been almost 100 per cent. They would 
receive information from different doctors who had been 
employed on plague duty as to how they had dealt with 
the segregation of contacts and suspects, and how they 
had managed the isolation hospitals, and on other points. 
Criticism by the delegates of what had been done would 
be welcomed, for his Government felt that it must adopt 
in future measures such as might be expected to prevent 
a like disaster. The Chinese were not subject to caste 
prejudices, as were some other Oriental races, but never- 
theless were apt to resent anything which they considered 
undue interference with family life, ro the work of the 
plague officers had been one of difficulty. The High 
Commissioner then detailed a number of points upon 
which the Chinese Government would like to receive 
information, and stated that any recommendations made 
would be most thoroughly considered by it and, if possible, 
put into practice. He hoped that meantime the delegates 
would find the arrangements made for their comfort 
satisfactory, and concladed by introducing Dr. Wa Lien- 
teh as the chairman, and mentioning that the Chinese 
Government had appointed Dr. Graham Aspland to act 
as medical secretary. Tho Jatter had been at Fuchiatien 
during the worst of the epidemic, and had rendered most 
valuable service. 

The speeches of welcome were acknowledged on behalf 
of the delegates by the principal Russian delegate, who 
said that they all me& on common ground, inasmuch 
as none had had previous experience of such a great 
epidemic of plague in its pneumonic and septicaemic 
form. He paid warm testimony to the courage and 
ability shown by the members of the plague staff, 
including both its Chinese and foreign members. 

The actual work of the conference was commenced on 
the following day, Dr. Wu Lien-teh giving an address. in 





the course of which he said that the epidemic up to the 
present had claimed some 46,000 victims. The pneumonic 
form of plague was not entirely new to Manchuria, as 
sporadic outbreaks had occurred for many years. An 
epidemic of corresponding severity and character was said 
to have occurred in the seventeenth century, but there was 
no well authenticated instance of an epidemic of plague 
both of so grave a character and of purely pneumonic 
form. When he first went to Harbin, the second town 
attacked, he was told by many of the inhabitants that the 
outbreak was quite an ordinary visitation, to which they 
were accustomed, and that it never killed many, and would 
stop of itself without any attention being paid to it. Why 
on this occasion it had assumed such a virulent form as to 
kill within the space of three months over 5000 out of a 
population of 35,000 the conference might possibly be able 


to explain. 
The Marmot. 

Continuing, the speaker said: Thata certain rodent, the 
Arctomys bobac, known in English as the marmot, in 
Rassian as the tarabagan, and in Chinese as the ban ta, is 
chiefly associated with this form of plague, has for some 
time been fully believed by the inhabitants of Mongolia 
and North-Western Manchuria. According to some 
valuable information gathered by Dr. Ch'uan, of the 
Chinese Medical Staff, who was sent up to the station of 
Manchonrie to report on the subject, it appears that the 
local people have long been familiar with this disease, both 
in men and in animals. From the actual marmot hunters 
themselves he found out some items which, I venture to 
believe, will exercise an important bearing on our 
knowledge of the plague. 

‘Nature is very rich in coincidences, and perhaps as 
scientists, more t any other class of men, you are pre- 


|pared for such, but who would have dreamed that the 
‘healthy marmot basking, as it loves to do, in the warm 


sunshine, utters a cry resembling the sound of “pu p’a, 
pu p’a,” which in the Chinese language, at any rate, 
means “don’t be afraid,” or “no harm.” Sickness 
renders if mute, so that in the light of present 
knowledge it would seem that when the marmot 
is not crying “No harm, no harm,” there is very 
real harm indeed. The sickness in the tarabagan 
which we presume is the forerunner of the plague, in this 
case is characterized by an unsteady gait, inability to run 
or to cry when chased, and, when caught, the physical 
signs are seen to consist principally of enlargement of the 
glands. When noticing the above signs, the experienced 
hunter leaves his quarry severely alone and betakes him- 
eelf to more distant spheres. During the past few years, 
however, there has been an exceptional demand for the 
marmot skins in the European and American markets, 
and numbers of wandering Shantung coolies have, in 
consequence, found their way to the marmot resorts, 
hunting it indiscriminately, and, food being scarce, they 


-have often cooked and eaten the flesh of the marmot. aA 


number of these Shantung men have died in previous 
years but not in sufficient numbers to attract attention. 
The season for killing marmots is from August to the 
middle of October. About the third week in October of 
last year there were said to be fully ten thousand of these 
bunters gathered in Manchuria and Khailar, with their 
skins, waiting to sell them and then to return south for the 
winter. Dr. Ch’uan found out that the symptoms of sick- 
ness suffered by these hunters were headacher, fever, 
= Ceres of blood-coloured sputum, followed by rapid 
eath. 

The tarabagan, or marmot, has a wide range over 
the plains and sandy wastes of Mongolia and Central 
Asia, and now that such attention has been called 
to its power of infecting human beings with plague, 
we shall learn more about its habits. We know 
that it hibernates through the winter, and awakes 
fat and strong in the spring, when the younger 
ones seek new homes in which to breed. The new 
burrows often run into old “earths” in which it may, 
happen that there may be dead left from a previous 
season which may infect the new arrivals. The animals 
that die in the open are probably all devoured by birds, 
etc., but it seems that the marmot creeps into its home 
as a rule to die. The inexperienced hunters nearly 
always dig out the marmots from their holes, and thus 
run more risks than the ordinary Mongol, who generally. 
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hunts the marmot in the open or traps it near its abode, 
thus coming into contact with and catching only healthy 
animals. Despite the apparent risk, however, there are 
no statistics which show that many hunters die on the 
plains, but when they are gathered together in the late 
autamn at the market places, where they crowd into 
very poor hovels or inns, where, with piles of raw pelts, 
they may often be found sleeping and eating, from twenty 
to forty in the smallest of most badly-ventilated rooms, 
wherein the conditions are ideal for the encouragement of 
any epidemic disease. 


Course of the Epidemic. 

The speaker then traced the course of the epidemic. It 
began in Manchourie, a small town in the province of 
Manchuria, on October 12th, and lasted there two months 
and a half. Meantime cases were reported in Harbin on 


November 7th, the first two patients being marmot hunters | 


from the town of Manchourie. They infected the four 
with whom they lived, and soon: afterwards Harbin 
acquired its unenviable reputation as a plague-distributiog 
centre. Examination of the progress of the epidemic 
showed that it followed the quickest lines of travel, and 
corresponded exactly with the routes taken by coolies on 
their return home for the Chinese new year. Certain 
towns in this way escaped altogether. 

A point of interest was that though Shuang-cheng-pu was 
on the railway only thirty miles from Harbin, no case 
occurred there until two months after the beginning of 
the outbreak in the latter town. Nevertheless, when it 
did appear it was exceptionally virulent. A farther point 
of interest was that while Fuchiatien, the Chinese part of 
the town at Harbin, was on a low lying swampy plain, and 
inhabited by a closely packed population chiefly of coolieg, 
Shuang-cheng-pu wasa finely planned city with wide streets 
at right angles to each other, some streets being as much 
as from 80 ft. to 100 ft. broad. There could be no greater 
contrast than between these two towns, Shuang cheng-pu 
being famed for its spacious compounds and large well- 
constructed houses. Among its inhabitants there is very 
little poverty, at least half of them being well-to-do persons, 
instead of a hand-to-mouth living multitude such as that 
which dwelt at Fachiatien. Moreover, about half of all the 
families at Shuang-cheng-pu were Manchus, who, with the 
leading Chinese merchants, were very clean in their babits 
and homes; yet in this city of about 60,000 inhabitants 
there were some 1,500 deaths within the space of seven 
weeks. The speaker cited this fact to show that there 
must be some other reason than dirt and poverty to 
account for the fierce mortality. 


Experiences during its Course. 

At the beginning of the epidemic the authorities relied 
on many of the data of bubonic plague in respect to 
prevention and treatment, but the results of their experi- 
ence at Fuchiatien had modified their early expectations 
as to the efficacy of the vaccines and serums they pro- 
cured. A fact of interest was that despite the large 
number of rats examined, none had shown any signs of 
plague. Nevertheless in Harbin the unusually large 
number of deaths among domestic animals, as also the 
deaths of about 400 horses and 300 sheep, suggested the 
possibility of a similar epidemic among anima's. He 
deeply regretted that the amount of work in hand at the 
time the epidemic was raging, and the limited number 
of assistants, made it impossible to collect scientific 
information on this point. 

The question of natural immunity had forced itself 
upon their consideration. In several instances attendants 
in hospitals, where scores were dying daily, escaped 
unattacked right through the epidemic, despite the fact 
that the precautions they took were of the slightest 
character, and for long periods non-existent, 

Railway wagons bad proved very useful as temporary 
isolation quarters, and at a time when severe frost: made 
burial impossible, burning commended itself to every one. 
It was performed in the following way: A pit 20 feet 
square and 10 feet deep, which bad been blasted by 
dynamite, was capable of holding five hundred bodies at 
a time. When bodies were in coffins the wood of the 
coffins was sufficient for complete ——— but bodies 
without coffins required four pieces of wood, 2 feet long 


by about 4 inches in diameter, for each body, and upon the 
whole mass in the pit kerosene oil was pumped from a fire 








engine at the rate of 10 gallons for every hundred hodieg, 
This when lighted burnt so rapidly and fiercely that little 
or nothing remained but ashes. The example of Fuchiatien 
in this reepect was afterwards followed by neighbouring 
towns. Burning of the dead, though not unheard of ip 
Chinese annals, still conjured up all that was repulsive 
and contrary to the natural feelings of the people; yet, 
once decided on by the Government, it was accepted by 
them without complaint or hindrance. The action of the 
Government in respect of adopting burning and other 
measures and its accordance of permission to conduct 
post-mortem examinations of unclaimed bodies, which had 
been granted for the first time in the history of China, 
proved that it was moved by the highest motives of 
humanity and was ready to lay aside age-long prejudices 
and possess itself of all that science could impart for the 
saving of life and the elimination of national perils. 

Dr. Wa Lien-teh concladed his address in the following 


‘ words: In closing may I remind you that this is the firs} 


Interpational Medical Conference held in China, and it is 
impossible to estimate its widespread effects. Besides the 
beneficial results of your observations and resolutions on 
the subject of plague, the impulses you will set in motion 
by the fact of this conference will react not only upon the 
national life, but more particularly ope the future progress 
of medical science in China, and I feel deeply the burden 
of the honour placed upon me in being chairman of this 
Medical Conterence, which is unique in our history, 
powerful in its representation, and which gives China 
a strong position amongst nations seeking the welfare of 


their people. 


Communications of General Interest. 

The conference then set to wok to determine the 
precise questions to which it should devote itself, and the 
lines to be followed in dealing with them. This done, a 
number of views based upon experimental bacterioloyica] 
work during the progress of the epidemic by various dele. 
gates and others were considered. R-ference to these is 
better deferred until the covference has formulated its 
final conclusions. Meantime note may be made of some 
commonications of general interest. De. Broquet, in a 
paper dealing with methods of conserving plague organs 
for diagnostic purposes, drew the conclusion that a 20 per 
cent. solution of glycerine with the addition of 2 per cent. 
calcium carbonate was an admirable medium, since no 
putrefaction of the material immersed therein occurred, 
and any laboratory could diagnose plague material which 
had been preserved for as many as thirteen days; in 
additiop, diagnosis was more quickly established than by 


' the Albrecht and Ghon method, and nothing in the solu- 


tion would interfere with. any medico-legal questions 
which might arise in connexion with the specimens. Drs, 
Strong and Teague, in.a paper on the infectivity of the 
breath in primary pneumonic plague, stated that during 
normal and dyspnoeic respiration p'ague bacilli were not 
present in the expired air. On the other hand, they might 
be, and often were, widely and profusely disseminated into 
the air surrounding the patient during coughing, even 
though visible sputa were not expelled. The authors were 
thanked for the valuable results furnished by their dan- 
erous experiments. Professor Zabolotny, in a paper 
ealing with the infectivity of corpses, stated that the 
method of their disposal was gmsry ww important, in- 
asmuch as living plague bacilli had been found in corpses 
exhumed after interment for as long as three months. 
They had also been found alive in the putrefied bodies of 
guinea-pigs which had died a month previously. In the 
discussion which followed, Dr. S. N. Wong mentioned that 
he had found live plague bacilli on the surface of a piece of 
liver which he had previously soaked for three days in a 
solution of formalin. 
The proceedings of the conference are expected to- last 
not less than a month. (See page 1077.) 





THE Alliance of Honour is arranging for a fourth demon- 
stration of men on behalf of its laudable objects—namely, 
the promotion of purity and manhood—on May 25th at the 
Great Assembly Hall, Mile End Road, E. It is now 
issuing a quarterly journal, the current number of which 
contains contributions from Dr. Grenfell of Labrador, Dr. 
Habershon and Dr. Harry Grattan Guinness, its President. 
— <a of the society is 10, Levsian Buildings, City 
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COLONIAL AND FOREIGN SYSTEMS OF 
POOR LAW RELIEF. 
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The Poor Law Area. 
Tue question of the area to be adopted for the purposes of 
reliet is a difficulty at the root of every system in existence, 
and is fully discussed in the report from which most of the 
details given below are taken. In most European countries 
the area is the commune, which is essentially an urban 
form of local administration having no necessary relation 
to the ecclesiastical parish. In the more populous urban 
districts the commune is identical with the town, and may 
include several ecclesiastical parishes, the crux of the Poor 
Law being the rural area. In favour of the commune is 
the fact that it alone is sufficiently near to the individuals 
concerned to judge them properly, and there is a risk in 


leaving the decision as to destitution to more remote autho- 


rities which can only know applicants at second hand. The 
commune, too, has a pecuniary interest in limiting the 
number of paupers, but at the same time there may be a 
temptation to undue economy, so that appeal to an authority 
outside the commune may be advisable. Moreover, in nearly 
every system it has been found necessary to transcend the 
limits of this primary area, as rural parishes or communes 
often cannot provide adequate institutional relief. The 
demand for better classification, too, often leads indirectly 
to a necessity for larger areas. 

In England this first took the form of a compulsory 
combination of parishes into unions, and a similar tendency 
is seen in parts of Germany. In other countries there are 


voluntary combinations of communes for providing insti-’ 


tutional medical relief, and France has tried to create 
syndicats des communes for purposes of Poor Law relief as 
well as for other purposes. Voluntary combinations, how- 
ever, mostly fail because of the instinctive particularism 
of the parishes or communes and the inevitable jealousy 
of the richer and poorer areas. 

Three methods have been adopted for securing efficient 
relief while still preserving the commune basis. The first 
consists in making the commune part of a county. For 
instance, in France the commune is the administrative 
authority but the county or department is the organizing 
authority. For medical relief the department divides its 
area into circonscriptions hospitaliéres in order to utilize 
existing hospitals for the service of wider areas than the 
particular commune to which they belong, while any 
deficiency of hospital accommodation is supplemented ont 
of department funds. The department also contributes 
towards the communal expenses according to the wealth 
or poverty of the commune, and the State in turn assists 
the department on a similar method. In practice the 
department bears about 30 per cent. and the State about 
16 per cent. of the cost of medical relief. 

A second method to overcome the difficulties of the 
communal — consists of relieving the commune of 
one or other branches of Poor Law relief, and transferring 
the obligation to the county or the State. As regards one 
branch of public relief—the relief of the insane poor—this 
transfer is said to have been effected in nearly every system, 
and in many cases vagrants and the able- bodied ‘‘ work-shy ” 
are dealt with by wider authorities. Thus, in Denmark and 
Norway, and in some of the American States, as Massa- 
chusetts, the county provides compulsory labour institutions 
or houses of correction for vagrants and the able-bodied, 
while in Holland and Belgium the State maintains several 
labour colonies to which persons of this class may be com- 
mitted by a magistrate. In Victoria and New South 
Wales the State not only provides labour colonies, but 
(ndertakes relief of this class through the police. The 
tratment of orphan or deserted children is-also often 
nt.de the concern of the county or State, not the commune. 
This is the case in France, in many of the American States, 
and in New South Wales and Victoria. In Ontario not only 
are there county committees for neglected children, but the 
failure of the parishes and townships to provide adequate 
indoor relief has led to the establishment of county houses 
of refuge to which all classes of the poor may be sent. In 
& few instances in connexion with medical relief the county 
has been made the authority for providing a 
This is the case in Denmark, though some of the larger 
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towns have also hospitals of their own. In Prussia the 
district or Kreis, an area between the province and com- 
mune, is similarly empowered to provide public hospitals 
to which patients may be sent at the expense of the 
commune. In all the above cases the object has been 
to transfer one or other branch of relicf which needs 
better equipment, institutional or otherwise, to the county 
or State, while leaving the parish or commune still the 
authority for ordinary relief. America supplies the only 
instance where the entire administration of relief has 
been transferred to the county, but outside the. six New 
—— States poor relief is most generally administered 
by bodies analogous to our English county councils. 

A third method is to provide assistance to the commune 
in the shape of subsidies derived from departmental, pro- 
vincial, or State funds. This obtains in most States of 
Earope, in all British colonies, and in many states of th 
American Union. It is said to be successfal only in 
combination with some measure of administrative contro). 


The Relief Authority. 

The constitution of the relief authority in England and 
Ireland is practically unique among the countries dealt 
with—that is to say, boards of guardians directly elected 
ad hoc, with power to obtain from the rates what funds 
they need, only subject in administration to a central 
State control. The district aid boards of New Zealand 
are the nearest approach to this, and with this possible 
excoption, and the exception of certain American States 
where elective overseers still administer relief, outside the 
United Kingdom direct popular election is not applied to 
the relief authority as such, nor is that authority em- 
powered at its own discretion to raise funds by taxation. 
There are two main forms of local relief authority : 

‘-(a) A local body composed of persons nominated by the 

local civil authority, with certain ex-officio members, 
which enjoys independence of administration, but is 
dependent for funds on charitable endowments with the 
aid of subsidies voted by the rating authorities. This is 
the case in France and Belgium, where there is a local 
committee thus — for indoor relief, and a similar 
committee for outdoor reliet (bureau de bienfaisance). To 
this there has been added in France a somewhat similar 
committee (bureau d’assistance) for the administration of 
the new obligatory relief of the sick, and the aged and 
infirm. Italy has local bodies (congregazione di charita) 
similar in composition to the bwreaw d’assistance, which, 
though practically independent for administration, are 
dependent for funds on endowments and donations and 
voluntary grants in aid from the communal councils. 

(6) Under the second heading the local civil council is 
itself the authority for Poor Law purposes. In Norway 
and Sweden there are still semi-independent committees 
appointed by the communal councils, but in Denmark 
relief has been entirely municipalized, while in Germany 
it is altogether a fanction of the local civil authority, the 
budget for poor relief being as much part of the ordinary 
municipal budget as that for sanitary administration, and 
the acts of any special committee formed are regarded as 
the acts of the civil council. 

Further examination of these two forms of relief 
authority shows that the two types are tending to merge 
into a form under which, while the civil authority 
acquires a controlling interest in relief administration, 
especially on the financial side, the dotail is left to 
responsible committees or expert officers. 


Co-operation of Official Relief and Voluntary 
gencies. 

In this country the official Poor Law makes but little 
use of voluntary and charitable agencies and even the 
co-option of non-elected members by boards of guardians 
which is allowed by the law is but little utilized. The 
Charity Organization Societies and Guilds of Help are 
atilized to some extent in the larger urban unions, but 
there is no active encouragement of co-operation. Chari- 
table institutions for certain classer, such as homes for the 
blind, the deaf and dumb, training ships, and industrial 
training classes, are more generally used, though here 
again, owing to the difficulty of inspection, their use is not 
much encouraged. : . 

Outside this country, where there is a less complete 
official Poor Law organization, voluntary and charitable 
societies have been used to a far greater extent than in 
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|England. Thus the French and Belgian Poor Law 
‘largely relies on the services of voluntary dames visiteuses 
as inquiry officers, though the larger towns in France 
have often their own paid enquéteurs. In Belgium 
voluntary assistance is most commonly used in connexion 
with child relief, and there are something like twenty-nine 
voluntary societies throughout Belgiam (comités de 
patronage) which take charge of and find homes for 
children committed to their care by the magistrates, the 
committees being officially recognized by the Minister of 
Justice. In Ontario the State Department of Neglected 
and Dependent Children works mostly through voluntary 
local children’s aid societies, and very similar methods are 
used in parts of Australia. 

Of much wider importance is the provision in both the 
German and the Norwegian Poor Law, which imposes the 
obligation to render unpaid service in Poor Law admini- 
stration on all citizens, under a penalty of fine for neglect. 
This principle of obligatory service forms the basis of the 
Elberfeld system. This is concerned essentially with 
outdoor relief, and is based on two principles: (1) Indi- 
vidualized treatment, and (2) the principle that a person 
who has a vote in the grant or refusal of relief should have 
first-hand knowledge of the circumstances of the appli- 
cant, that is, should act also as inquiry and relieving 
officer. The towns are divided into districts, in each of 
which a committee of unpaid citizens, appointed by the 
central relief authority of the town, is charged with the 
administration of outdoor relief, each member baving the 
supervision or four or five pauper families. - This is now 
recognized throughout Germany as the standard form of 
urban poor relief, and within late years it has been largely 
adopted, with some modifications, in Holland, Denmark, 
and parts of France. 

It has already been shown ‘that in countries such as 
France and Belgium charitable organizations have an 
officially recognized status as semipublic authorities, and 
as such are entitled to grants of public money. In these 
cases all relief is in theory primarily charitable. But in 
countries where a public obligation of relief is recog- 
nized and which have an official machinery for the 
purpose there is a great difference in the extent to which 
charitable agencies are utilized. A primary object 
must be to prevent overlapping between charity and 
official relief, and, with a view to this, in Prussia the 
charitable societies are compelled under a fine to furnish 
the communal authorities on demand with information as 


to the amount of relief granted to the poor. This is par- ‘ 


ticularly effective in the large towns such as Berlin. The 
Datch law is even more stringent, compelling all charitable 
societies to be registered and to render full annual returns 
to the communes. In this country and the United States 
the Charity Organization Societies are primarily designed 
not to give relief themselves, but to co-ordinate and prevent 
overlapping of the several agencies, and in these countries 
there are about 400 branches of these societies. The opinion 
is expressed that the Charity Organization Societies have 
not succeeded in convincing public opinion that their method 
is the best for the purpose. A newer movement has taken 
the form of a direct association of charitable bodies in 
a given area. Thus in Berlin there is a Central Com- 
mittee of Charitable Institutions, with district subcom- 
mittees,each of which acts as a medium for the centraliza- 
tion and exchange of information regarding persons 
applying for relief, and official relief has been brought 
into connexion with this society. In some towns the 
official relief authority has taken the initiative, and 
formed central information bureaux at which registers 
are kept of the names and history of all persons who have 
received relief, and as far as can be ascertained of the 
beneficiaries of charitable societies or persons. These 
bareaux have not been particularly successful, owing to 
the difficulty of inducing charitable bodies to farnish 
information. In Holland Poor Law reformers are actively 
aiming at securing in each commune a committee of 
charitable societies under the presidency of the public 
relief authority. 

The simple utilization of charitable institutions by the 
public authority is not uncommon in all the countrieg, and 
needs no further mention, but it is to be noticed that, 
where public official organization is deficient, as in the 
United States, there is tendency to lean on charitable 
enterprise to an extent exceeding any to be found in 





———— 
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other countries where the public obligation of relicf jg 


recognized. 
Medical Relief. 

Some interesting details are next given as to the methods 
of dealing with special sections of the poor, as the aged and 
the children. Medical relief is recognized to be probably 
the best test of the success of any Poor Law system. It is 
pointed out that medical relief can hardly be organized on 
& purely communal basis nor as officialized charity, and 
the need for medical assistance appeals with less force to 
the parochial sensé of economy than the claim for bare 


subsistence, while charity cannot be relied on for home’ 


medical treatment. Hence in nearly all the countries 
named the local relief system has had to be supplemented 
for medical assistance by authorities of a wider area such 
as the county or the State. Moreover an adequate scheme 
for medical assistance involves the provision of a technical 
organization which tends to develop on its own lines, and 
even to be at variance with the ordinary Poor Law machinery, 
For example, it is impossible to work a system of medical 
relief on the strict principle of ascertaining destitution as 
@ qualification for relief, and the more complete the 
organiza'‘ion for medical relief becomes the greater is the 
tendency towards a free medical service independent of 
ordinary methods of public relief. The different countries 
disclose a wide variety of forms on which public medical 
assistance is organized, but they may be grouped under 
three primary classes : 
(a2) Those leaving the provision of medical relief 
wholly to the locai relief authority. 
(6) Those which bring in an authority of a superior 
status to assist such as the county, or the State, 


or , 

(c) Those which supplement one of these two methods 

by a scheme of mutual benefit associations or 
insurance aided: by public funds. 

The English system may stand as an instance of the 
first class, notwithstanding the fact that the State through 
the county authorities contributes to the cost of the relief, 
and the further fact that the county and the sanitary 
authorities have power to provide hospitals for the treat- 
ment of infectious diseases and for certain other cases. 
Formally the Poor Law is charged with the duty of pro- 
viding medical relief, both institutional and domiciliary, for 
the sick poor, and the treatment of infectious cases by sani- 
tary authorities may properly be regarded as a preventive 
measure rather than a measure of relief. Broadly speaking 
there are three classes of cases for whom medical relief is 
needed: (1) Persons, mainly the aged or permanently infirm, 
who need medical attendance permanently, though perhaps 
intermittently ; (2) the casual cases of accident or sudden 
urgent illness; and (3) the largest class, cases of ordinary 
illness, including childbirth, belonging to neither of the 
two former classes. For the first class many systems 
allow of a permanent list, and all allow of treatment of 
sudden and urgent cases without formality. The normal 
method for the third class is to grant medical relief like 
ordinary relief on the application of the patient, subject to 
consideration of individual circumstances. This is the 
method under the English Poor Law, and is the method 
generally adopted under all systems, except those which 
follow the French example. 


Medical Relief in France. 

In describing medical relief in France it is necessary to 
draw a distinction between the system in force in the 
departments generally under the law of 1893, and that in 
force in Paris and other large towns which have obtained 
exemption from the law of 1893. The law of 1893 made 
the grant of medical relief obligatory, and provides that 
“every French citizen who is sick and without resources 
of his own shall receive without payment medical relief at 
his own house, or, if home treatment cannot be advan- 
tageously given, in a hospital,» n\| women in confinement 
shall be on the same footing a: th sick.” Thus poverty is 
@ necessary qualification, and the cost of treatment is 
recoverable. 

The grant of medical relief is, however, not the same 
for all cases—for instance, some will only be entitled to 
the services of a physician, while others will be entitled to 
both medical attendance and free supply of medicines. 
To the bureau d’assistance is assigned the duty of pre- 
paring anpually a list of all persons who ought in the 
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f illness to be admitted to free medical relief. This 
ibe not only those who are already on the 
ordinary relief list but all whose earnings are 80 small 
that, in the event of their own illness or the illness of 
their children, free medical relief would become necessary. 
Ia the preparation of the list the authority is assisted 
by the medical officer of the district. The listis published, 
and any resident in the commune may appeal against it, 
and may either claim to be put on it or object to any 
that are on it, the list being subject to revision every 
three months. Inscription on the list merely establishes 
a prima facie claim, but the committee has a discretion as 
to the extent of the medical assistance which it will accord 
without payment. Practically, however, as far as possible 
the grant of relief is a matter between the patient and the 
medical officer, as the relief officer does not intervene 
except in case of hospital relief. The mayor or prefect 
may grant medical relief to persons not on the list in cases 
of sadden and urgent need. i 

For outdoor medical relief two main systems are in 
operation. The department may adopt the system of 
medical relief districts (circonscriptions médicales), for 
each of which a single medical officer is appointed by the 

refect, or, alternatively, the council may prefer the 
Systéme Vosgien, under which a tariff of fees for various 
classes of medical service is fixed by the department and 
the private practitioners of the district are invited to give 
in their names as being willing to take cases at the tariff 
rate. In the latter case the patients have the right to call 
in any practitioner who has accepted the tariff rates. By 
far the larger number of the departments—59 ont of 87 
in the year 1902—have adopted the Syeeme Vosgien, 
Hospital treatment is similarly organized by the depart- 
ments, and every endeavour is made to limit hospital 
treatment as far as possible, the grant of hospital 
treatment being restricted by the requirement not only 
of a medical certificate, but of certificates counter- 
signed by the prefects. Every person whore. name is on 
the free list receives a book of medical attendance tickets 
with counterfoils and a sickness card, the former having to 
be produced by the patient whenever he seeks medical aid. 
The medical attendant retains one of the tickets for each 
visit, and has to produce them when he sends in bis bill 
at the end of the year. The fact of each visit bas also to 
be recorded on the sickness card. An examining committee 
(commission de vérification) is appointed by the prefect, 
bonsisting of four doctors and four chemists, who are 
selected by him from a list of sight names each prepared 
oy the whole body of the doctors and the chemists 
belonging to the medical relief service of the department, 
and this committee is required to examine and certify the 
correctness of the doctors’, chemists’, and midwives’ 
accounts. The committee also arranges the tariff of fees 
for visits, mileage, operations, medicines, etc. 

The departmental system in 1905 applied to a population 
of over 28,500,000, and in that year 1,406 000 persons, or 
4.9 of the population, were on the free medical list, and 
nearly half of this number, or 2.3 per cent. of the popula- 
tion, actually received medical attendance in the course of 
the year. The large majority received attendance outside 
a hospital, only 42,000 being admitted to hospitals. In the 
year 1904 there were 36.231 in-patients, costing £132,970, 
that is £3 13s..5d. per head, and 551,506 home patients, 
costing £339,490, that is 12s. 4d. per head. In 1895 the 
cost per home patient was 8s. 24d., in 1900 lls. ld., in 
1902 103. 93d., and in 1904 12s. 4d., the increase being 
largely due to the rise in expenditure on medicines, 
etc., and it is said that the average cost is capable of 
being much reduced by more careful administration. It 
is specially noticed that though the cost of the medical 
service in the departmental system has increased at a 
much greater rate than the population, and though some 
of the prefects of departments say that the system of pay- 
ment per visit has led to some abuses; on the other hand, 
the cost of the medical service in the towns which have 
obtained exemption from the departmental system has 
increased at a far greater rate. In these towns no less 
than ( per cent. of the patients received hospital treat- 
ment, while under the departmental system less than 
5 per cent. get hospital treatment, and largely owing to 
this the cost for medical relief in the independent towns is 
three times the cost under the general system. It is plain 
that in those towns where the doctors are paid by fixed 





salaries the temptation is to send as many patients as 
possible to the hospitals, where the cost is enormously 


greater. 
Medical Relief in Paris, 

The departmental system was designed by the law of 
1893 to be of general application, but seeing that many 
towns had alreddy some system in force, exemptions have 
been allowed, and there are no less than 520 towns, with 
@ population of 6 000,000, which enjoy this exemption, 
Paris ’ and the Department of the Seine being the 
most important example. Before the Revolution, Paris 
had several well-endowed hospitals, and, though much 
of their property was confiscated by the Siate, the 
measure by which all the charitable hospitals were placed 
under the single control of the central poor relief authority 
is said to have been an immense advance, as it prevented 
for ever the dual system of charitable and Poor Law hos- 
pitals, which has been a source of such difficulty in London. 

Paris is divided into fourteen hospital districts, each 
of which has one general hospital, with some special 
hospitals and horpices.. Admission is restricted as far as 
possible to poor patients, and if they are not already on 
the free medical list, inguiry as to their circumstances or 
those of their relatives who are liable for their support is 
supposed to be made, and, if necessary, the cost of treat- 
ment is recovered atlaw, the charge for treatment being 
from 3} fr. to 5 fr. a day. In .the hospitals there are 
available 15,831 beds, while the hospices for the aged and 
iofirm, the. children, and the insane, provide another 
14,579 beds. .The average stay per inmate in the general 
hospitals is 24.6 days, and in the hospices 259 days. 

The outdoor medical service of Paris has three depart- 
ments—for home treatment, dispensary treatment, and 
midwifery. For home treatment each arrondissement is 
divided into medical relief districts, to each of which 
medical officers are appointed, the —- resting 
with the central authority, which-is assisted by local out- 
relief committees which supervise the service, Home 
treatment is provided by a staff of 217 medical officers, 
who are attached to the several arrondissements. They 
receive a fixed salary, with an additional payment 
according to the number of visits they make at the 
pees homes, and they must reside in. their own 

istrict. They are appointed by the Minister of the 
Interior on the results of a competitive examination, 
and they can only be dismissed by the same authority. 
Prior to 1895 each medical officer had a fixed district, but: 
the Council of Sapervision and the Manicipal Council both: 
expressed opinions strongly in favour of. giving free choice 
of doctor to the patients and this was ultimately agreed to. 
The sick are thus entitled to choose the doctor they prefer 
from among the medical officers appointed to their district, 
and if they have no choice the nearest medical officer has 
to attend. Medicines are supplied from drug stores in 
each district, which draw their supplies from the central 

harmacy belonging to the Administration Générale. 

he patient or his deputy has — to present the 
medical officer’s signed prescription, but a fresh pre- 
scription must be handed in for each supply. One 
or more dispensaries are provided in each arrondisse- 
ment, which are generally installed in a hospital, though 
they are in no way connected with the hospital system, 
and to each dispensary is attached a medical officer and 
staff. For the first visit at a dispensary no evidence of 
poverty is required, but the case is inquired into immedi- 
ately afterwards, and if not necessitous, no further con- 
sultation or treatment is given. Otherwise paupers may 
apply for treatment either at a dispensary or at the out- 
relief office, and they receive a book of ——— forms 
(carnet d’ordonnamces) and an order on a medical officer 
of the district in which they are domiciled, who signs an 
acknowledgement of the receipt of the order. He must 
then visit the patient within a few hours and continue his 
visits as long as necessary. He must report to the out- 
relief committee on each case, and when he considers 
further visits unnecessary he must sign a statement to this 
effect in the prescription book. 

A certain number of midwives are also attached to each 
district, and patients may on receiving an order from the 
out-relief office choose their own midwife from among 
those appointed to their district. There is also a system 
of free medical advice to mothers and those in charge of 
children. About a dozen institutions have been opened 
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where mothers may take their infants and have them 
examined and treated, and, if it is considered necessary by 
the medical officer, they may be supplied ‘daily with 
sterilized milk from these institutions. By way of sup- 
plement to the free medical relief, the relief committee 
has the power to make allowances of from 10 to 20 francs 
a month to women during confinement and for a period of 
twelve months afterwards. 

No satisfactory statistics cau be given for Paris alone as 
to the number of patients or the cost of medical treatment, 
as so many of the neighbouring communes take advantage 
of the Paris hospitals and the child relief service, but in 
the year 1900 it is calculated that medical relief proper 
cost £732,431, which included £680,549 for the cost of 
hospital treatment and £5] 862 for home medical relief. 
It is thus evident that under this system there is the 
greatest tendency to draft patients as far as possible into 
hospitals. 

In a future article the systems of Poor Law medical 
relief in other countries will be described. 





A PRELIMINARY NOTE ON 
THE NUTRITIVE VALUE OF WHITE AND 
OF STANDARD BREAD. 


By Lzonarp Hit, M.B., F.R.S., 

Lecturer on Physiology, London Hospital Medical School. 
ConsipERING the public interest excited in this matter, 
and the paucity of exact experimental evidence, Mr. 
Martin Flack and I have carried out a research on rats. 
We chose rats because they are carnivorous animals and 
like man in this respect. We obtained as many young 
tame rats as we could and fed them for three weeks, some 
on white and some on Standard bread, and for a second 
three weeks on white or Standard flour. Both the bread 
and flour were obtained in a country town, from shops 
that supplied most of the inhabitants. The flours used 
for the bread were not the same as the flours we obtained 
from the corn merchant. The rats were divided into two 
lots of 25 each, and were kept under exactly the same 
conditions. The total weights of each lot were almost 
exactly the same at the start. 

The rats were given bread or flour and water and no 
other food. At the end of three weeks we changed from 
bread to flour to see if the baking had anything to do with 





the result we were obtaining, but found this made no 
difference. 

The result is astonishing. From first to last the ratg 
fed on white bread or flour have done far the worse. Ten 
of them have died, and five of these were eaten by the 
others before we could remove their bodies. In the last 
fortnight we have prevented any further cannibalism. 
Five of those fed on Standard bread or flour have died, and 
two have been eaten. The weather was very cold at first, 
and this partly explains the heavy mortality. The white 
lot stood the cold worse. 

The tables show the great difference in the putting on 
of weight in 15 rats of each lot. The Standard have 
increased 27} per cent., against 12 per cent. for the white 
in the last three weeks. At the end of the period the 
white 15 are nearly all losing weight. The white-fed rats 
are far less lively and less sleek in seeenee. 

It seems clear that either our Standard flours contained 
something essential to growth which was not in our white 
flours, or that the white flours contained something 
detrimental—for example, improvers. 

We have tried another lot on white flour plus an amount 
of wheat germ about equal to that in Standard flour, and 
have found the results every bit as good as for Standard 
flour. It is highly probable that the germ, the growing 
part of the wheat grain, would contain amino-acid group. 
ings essential for growth, and possibly bodies which 
activate the enzymes engaged in the digestion of the 
proteins of wheat. Treatment of the white flour may have 
destroyed these bodies. 

Testing the pancreatic digestion of our Standard and 
white flours-we find the Standard in every case gives us 
earlier the Adamkiewicz reaction for tryptophane, showing 
that this essential amino acid is split off earlier, and 
therefore is probably better absorbed in the intestine and 
utilized in the body. 

Finally, we have tested on 15 individuals the acidity of 
a weighed quantity of Standard and white bread chewed 
in the mouth for two minutes. We have found no differ- 
ence in this respect. It has been stated that the acidity 
of white flour is greater and leads to decay of the teeth. 
ae cannot confirm this, at any rate, for the breads tested 

y us. 

We are now doing controls on farther groups of rate 
—three groups of 25 each, (1) whole meal, (2) standard, 
(3) white flour. The first week’s weighings, just com- 
pleted, show white flour markedly inferior, and whole 





Fed on White Flour. 
Weights of rats in grams. 


Fed on Standard Flour. 
Weights of rats in grams. 
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Percentage increase in fourth, fifth, and sixth weeks = 12, 
* Probably the chief cannibal. 
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meal the best. The results given appear so striking 
that we feel jastified in publishing this preliminary note. 

It seems clear that children of the poor, who are largely 
fed on bread and margarine or bread and jam, ought to 
have the Standard and not the white bread tested by us. 
How far the results are due to treatment of our white 
flours by “bleaching,” etc., we are not able to say, and 
we cannot therefore generalize that all white flours are 
worse than Standard. 





SEVENTIETH ANNIVERSARY OF THE 
PHARMACEUTICAL SOCIETY. 


Tae seventieth anniversary of the foundation of the 
Pbarmaceutical Society is a matter of interest to medical 
practitioners, if only for the reason that much of the 
progress that has been made in pharmacy daring the past 
seventy years has been due to its influence. Two genera- 
tions ago the practitioner of medicine was handicapped in 
two ways—he could not depend absolutely upon the drugs 
which he prescribed or on the skill of the compounder. 
These two obstacles have been removed, and there has 
been brought into existence a large class of pharmacists, 
trained and educated to compound and dispense medicines, 
whose business it is to ensure the purity and, as far as is 
at present possible, the uniformity of the preparations 
dispensed. 

At the beginning of last century the sale of drugs was 
subject to little or no contro), and the business was 
carried on by a variety of traders, of whom the better 
class were mainly the descendants of those assistants who 
had been employed at the dispensaries founded by the 
physicians of an earlier generation as an outcome of 
the quarrel between themselves and the apothecaries. 
Included in the same class was a certain number 
of apothecaries who confined their attention to 
pharmacy rather than to medical practice. No organiza- 
tion existed, at that period, either for the protection 
of the trading interests of chemists and druggists or 
for the advancement of the art which they practised. 
An attribute which they possessed in common was objec- 
tion to medical control, and this eventually constituted 
one of the chief bonds of union among them. One of the 
first attempts at organization was made in 1802, but met 
with little success. Eleven years later the chemists and 
druggists met for the purpose of considering what steps 
they should take to oppose a bill which had been promoted 
by the physicians; as an outcome of their opposition 
everythivg relating to the compounding of medicines by 
chemists and druggists was expunged from it. In 1841 
they again had occasion to defend what they considered to 
be their rights, for a bill was introduced in the House of 
Commons which purposed to prohibit chemists and 
druggists from recommending anything for the cure of 
any disorder. A meeting was held at the Crown and 
Anchor Tavern, in the Strand, and so inflaential was the 
oppositioa made to the measure that the promoter even- 
tually withdrew it. Some months later—on April 15th of 
the same year—another meeting was convened at the same 
place to consider the question of establishing a permanent 
organization. It was attended by abouta hundred chemists 
and draogyists, and the meeting unanimously resolved 
“for the purpose of protecting the permanent interests, 
and increasing the respectability, of chemists and drug- 
gists, an association be now formed under the title of the 
Pharmaceutical Society of Great Britain.” On June lst 
of the same year, another meeting was held at which 
William Allen, F.R.S., who carried on business as a 
chemist and druggist in Plough Court, was elected Presi- 
dent. Allen wasa man of considerable scientific attain- 
ments, and, what is more to the point, he was a ve 
inflaential person. He wasconfidential adviser of Ed Pa 
Dake of Kent, the father of Qaeen Victoria, a perzonal 
friend of Alexander I, Emperor of all the Rassias, and was 
held in very high esteem by people who were in a position 
to help the newly-formed society. It was no doubt very 
largely due to the fact that he was president that the 
society made such rapid progress in the first few years of 
its existence. Before the society had been established two 
years it obtained a royal charter; this had a very im- 
portant effect on the status of the society, for, by virtue of 
that charter, it possessed the power of regulating the 





education and admission of members, and thus providing 
the public with qualified practitioners in pharmacy, at the 
same time establishing an ostensible distinction between 
the members of the society and unquaiified persons. In 
September, 1841, the number of members and associates 
was 450 and when the first annual meeting was held in 
May, 1842, the number had grown to 1,958. 

It is set forth in the Charter of Incorporation that 
the society was founded for the purpose “ of advancing 
chemistry and pharmacy and promoting a uniform system 
of edacation of those who should practise the same, and 
also for the protection of those who carry on the business 
of chemists and druggists.” Before attempting to pursue 
the first object it was necessary to furnish the means of 
accomplishing the second, and accordingly the School of 
Pharmacy was established early in 1842. Men of stand- 
ing in the world of science were appointed lecturers, 
and the nucleus of the present system of education and 
examination was formed. Three years later a chemical 
laboratory was equipped, this being the first of the kind 
in our own country, and the — of any which then 
existed in Germany or France. A library was also founded 
which has now grown to about 15,000 volumes, relating to 
pharmacy, chemistry, botany and allied subjects, and a 
museum was established, which has been gradually added 
to until it has become of great usefulness to students. By 
thus providing means for educating those engaged in the 
practice of pharmacy, the society laid the foundation on 
which have been builé many of the most important 
advances in the pharmaceutical art that have been 
made since its practice was placed on a regular basis. 
The exchange of ideas was encouraged by | periodical 
meetings of the members at which papers dealing with 
the preparation of drugs and their analysis and like 
subjects. were, and still are discussed, and an official 
journal was established in 1841, by Jacob Bell, for the 
purpose of recording the society's transactions and facili- 
tating the interchange of views of a nature likely to 
promote the advancement of chemistry aud pharmacy. 

The third object of the society, as set forth in the 
charter—namely, the protection of those who carry on the 
business of chemists and drugyists, was more difficult of 
achievement; unlike the other objects, its accomplishment 
did not depend solely upon the efforts of the members of 
the Society, but upon the legislature. At the time of ths 
foundation there was nothing to prevent any person from 
selling poisons, from using the title of pharmaceutical 
chemist, or from dispensing medicines, and the earliest 
efforts of the society, after arrangements had been made 
for educational purposes, were directed to obtaining powers 
from Parliament to remedy this irregular state of affairs. 
It was not, however, until 1852 that the first Pharmacy 
Act was passed, and this merely afforded protection, in the 
matter of titles, to those who had passed the Pharma- 
ceutical Society's examinations. In the previous year, 
owing to the large number of deaths occurring annually 
from poisoning. of which more than one-third were due to 
arsenic, it had been enacted that this poison should not be 
sold by retail unless specified precautions were observed 
by the seller. The bill, as introduced in the House of 
Commons, at the instigation of the Provincial Medical and 
Surgical Association, the foreranner of the British Medical 
Association, with the concurrence of the Pharmaceutical 
Society, proposed to restrict the sale of arsenic to chemists 
and drugyists and medical men, but this provision was 
deleted ause the term chemist and druggist was not 
defined by law Similarly when the bill, which in its 
amended form became the Pharmacy Act of 1852, was 
introduced, it embodied the principle of restricting the 
practice of pharmacy to pharmaceutical chemists, but, like 
all subsequent attempts to restrict the practice, it was not 
wholly successful. 

Sixteen years later, after many abortive efforts, the 
society was at last successfal in obtaining from Parliament 
an endorsement of the principle that the best method of 
protecting the public from the danger dae to the indis- 
criminate sale of poison was by educating the vendors. 
Thus the Pharmacy Act of 1868 prohibited the sale by 
retail of scheduled poisons except by registered persone, 
and i§ also protected the title of ‘chemist and druggist.” 
Since that time the weaknesses of that Act has been 
demonstrated, and contrary to the intentions of the 
promoters, the practice of pharmacy has been largely 
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exploited by unqualified companies. Tho society has 
been powerless to prevent this, although it is now able to 
regulate the sale of poisons by these companies by virtue 
of the Poisons and Pharmacy Act, 1908. The meagre 
protection afforded by these enactments was grudgingly 
allowed, and the main object in allowing them at all was 
to protect the public. Just as the Arsenic Act was the 
outcome of a high rate of mortality due to poisons, so the 
Pharmacy Act of 1868 was a tardy measure designed to 

revent the recurrence of accidents similar to one which 
bad occurred at Bradford some nine or ten years earlier. 
A lozenge manufacturer of that town was supplied with 
arsenic instead of sulphate of lime by a druggist’s assistant, 
and, as a result of this mistake, 20 people died and 200 
became more or less seriously ill. 

The work of the society in connexion with the prepara- 
tion of the various editions of the British Pharmacopoeia 
was begun early in its history, and is familiar to medical 
men. In conducting the qualified examinations and 
administering the penal clauses of the Pharmacy Acts the 
council of the society performs an important duty, and 
some idea of the work entailed in the latter connexion 
can be obtained from the fact that last year a ee 
cases of alleged infringement were investigated, and 
proceedings instituted in nearly 300 cases. 

A further object of the society, as indicated in its 
Charter of Incorporation, is ‘to provide a fund for the 
relief of the distressed members and associates of the 
society and of their widows and orphans.” In 1868 the 
council obtained the power to grant aid not only to 
members, but to all persons who had been registered 
whether connected with the society or not. Last year 
relief was granted to the extent of £2,592; the income 
from subscriptions was over £1,500, and the balance sheet 
showed’ that the fund had assets amounting to over 
£40,000. The philantbropic side ‘of the society's work is 
wot of all praise. Fortunately it is not with societies 
as with men. After — of vigorous usefalness 
an ordinary man has reached the season of the sere and 
yellow leaf. Societies, however, are recruited from genera- 
tion to generation, and the better the society the more 
likely it is to attract the more vigorous and capable of each 
succeeding age. And so the seventieth birthday of the 
Pharmaceutical Society finds it holding a stronger position 
than ever, and better equipped than in any period of its 
existence to be the handmaid of the healing art. 





REGULATIONS AS TO TUBERCULOSIS IN 
HOSPITALS AND DISPENSARIES. 


Tue new Order of the Local Government Board imposing 
upon the medical officers of hospitals the daty of notifying 
cases of pulmonary tuberculosis which they may be 
attending at the hospital came into force on May lst. 

The Order applies to in-patients or out-patients at “any 
hospital, dispensary, or similar institution for the treat- 
ment of the sick which is partially or wholly supported 
otherwise than by the contributions of the persons treated 
thereat, or of their relatives or guardians, and otherwise 
than from rates and taxes.” The notification must be 
sent within forty-eight hours after the first recognition of 
the disease to the medical officer of health for tbe area 
in which the hospital is situated, and that officer, if 
the patient does not reside within his area, is required 
at once to transmit the notification to the medical officer 
of health for the area in which the ae resides, 
at the same time informing the medical officer of the 
hospital that he has done so. If the public health 
service is unable to trace the residence, information to this 
effect is to be given to the medical officer of the hospital,, 
and it therefore becomes very necessary for hospital 
officials to ascertain as accurately as possible the fall 
address of a patient notified. The remuneration of 
medical officers of hospitals is fixed at the rate of 1s. for 
each notification, the fee payable to the medical officer of 
a public body or institution for a notification under the 
Infectious Disease (Notification) Act, 1889. The local 
authorities are instructed to make the necessary arrange- 
ments for the transmission to the medical officers of hos- 
pitals at the end of every quarter, or at such other times 
as may be convenient, of the remuneration payable to 
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It is provided under the Order that: 


Nothing in these regulations shall have effect so as to apply, 
or so as to authorize or require, a medical officer of health or 
a council, or any other person or authority, directly or indirectly 
to put in force with respect to any patient in relation to whom 
& notification in pomansee of these regulations has been trang. 
mitted to a medical officer of health, any enactment which 
renders the patient, or a person in charge of the patient, or any 
other person, liable to a penalty, or subjects the patient to an 
restriction, prohibition, or disability affecting himself, or hig 
employment, occupation, or means of livelihood on the ground 
of his suffering from pulmonary tuberculosis. 


The circular, which accompanies the Order, expresses 
the expectation that medical officers of health, and those 
acting under their direction, will respect strictly the 
privacy of the information received by them, so that it 
may not be used to the detriment of any notified patient. 

The Order confers certain special powers upon local 
authorities for the prevention of the spread of infection in 
cases of pulmonary tuberculosis. They are empowered to 
take the necessary measures to secure the disinfection of 
infected premises and of infected articles, and to secure 
the destruction of infectious discharges. They are also 
empowered to supply all such reasonable assistance as 
will tend to diminish the risk of infection arising from 
the conditions affecting the use or occupation by the 
patient of a room as a sleeping apartment, and to supply 
for the use of the patient any appliance, utensils, or 
article (such, for instance, as sputum boxes or bottles, 
paper handkerchiefs, and disinfectants) which may be of 
assistance in preventing the spread of infection. It is 
pointed out that an important object of notification is to 
afford the local authority an opportunity of investigating 
the conditions under which the patient has been vise, 
and of ascertaining whether there are any other members 
of the household who should be encouraged to obtain 
medical advice. When investigating the conditions of 
living, special attention should be paid to the abatement 
of overcrowding, the provision of ample through ventila- 
tion, the removal of conditions causing dampness of the 
dwelling, the avoidance of dust, and to any other con- 
ditions tending to injure the health of the occupants of 
the dwelling. 

Councils are already empowered to provide hospitals for 
the treatment of pulmonary tuberculosis, and the Board 
holds that this power extends to the provision of dispen- 
saries or hospitals for the treatment of out-patients. It 
wil} be for each council to consider whether its district 
has sufficient hospital provision for cases of tuberculosis. 
It is pointed out that many councils have provided hos- 
pitals for acute infectious diseases, and it has sometimes 
been found that these buildings, or some part of them, 
may (subject to proper safeguards) be economically used 
as sanatoriums for patients suffering from tuberculosis 
where they are not required for the purposes for which 
they were provided. 

The Order will allow of the provision of appliances or 
apparatus such as temporary shelters, with the necessary 
furniture and utensils for the use of the patient; and by 
these means patients may sometimes be treated at their 
homes under suitable sanitary conditions, or continue 
treatment at home after a short stay in a 4anatorium. 

The Order is.in some sense an extension of the 
regulations of 1908, which provided for the notifica- 
tion of pulmonary tuberculosis occurring among the 
inmates cf Poor Law institutions or persons under the 
care of district medical officers ; and it will be noted that 
Mr. Burns, in his speech during the Poor Law debate last 
week, a repors of which is published elsewhere, stated 
that he had been encouraged to issue this new Order by 
the beneficial results which have followed that of 1908. 

In the concluding paragraphs of the circular accom- 
panyivg the new Order the Board points out that ths 
movement which is carried a stage further by the present 
regulations depends for its success upon the active co- 
operation of medical practitioners and of councils and 
their officers. izing that medical practitioners have 
already done much disinterested work in the cause of 
public health, the Board expresses confidence that they 
pt render every assistance in the carrying out of this 
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ELECTION OF DIRECT REPRESENTATIVE. 

To the Editor of the “‘ British Medical Journal.” 

Dear Sir, : 

Will you allow us in the columns of the Journat to 
make an earnest appeal to all those who desire to support 
the candidature of Dr. J. A. Macdonald for the vacancy on 
the General Medical Council to fill up and return their 
voting papers immediately they receive them. The 
number of practitioners who vote at these eisctions is 
notoriously small—a fact which is partly due, no doubt, to 
the strenuous character of our occupation. A daty of this 
sort once postponed is always in danger of being altogether 
overlooked. We think it would be of interest to many of 
your readers if you would print the following list of 
members of the profession wko have joined the Committee 
in support of Dr. Macdonald's election. 

We are, dear Sir, 
Yours faithfully, 
Tae Honorary SECRETARIES OF 
May 3rd. Dr. Macponatp’s COMMITTEE. 


. P.S.—Dr. Macdonald’s supporters will be glad to hear 
that we have bis assurance that, if elected, his duties at 
the General Medical Coancil will not necessitate givin 
up any of his present work for the British Medi 
Association, which he intends in every way to continue. 
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LITERARY NOTES. 


In the Classical Review for March, Sir Clifford Allbutt 
reviews an important essay by Professor Johannes Ilberg 
on the gynaecological work of Soranus of Ephesus. 
Soranus received his medical training in the famous school 
of Alexandria, and his work was regarded as of the 
greatest authority in antiquity. Bat little of it has sur- 
vived, and it is only by piecing together fragments scat- 
tered through later writers that a partial reconstruction 
has been possible. After wanderings recalling those of 
Isis seeking for the torn limbs of Osiris, enough of the 
remains of the old writer has been found to enable us to 
form some judgement as to the value of his work. We 
cannot follow Sir Clifford Allbutt in his learned account of 
the search through mediaeval manuscripts for the disjecta 
membra of Soranus; we can only give a rapid survey of 
what has been accomplished. In the Bibliothéque 
Nationale, Sir Clifford Allbutt tells us, there is a manu- 
script of the fifteenth century (Parisinus graecus 2153) 
described as a kind of handbook on Articella, the middle 
art of which isa document of sixty-seven leaves. This 
is a gynaecological compilation without author's name; on 
it, however, is written in a rough hand Swpavds éory. 
The first critical edition of the Parisinus by Dietz was 





———————————————— 
published in 1838 after that scholar’s death, without the 
advantage of his own supervision. It was put forth ag 
bring the whole of Soranus’s treatise on diseases of 
women, but less than half of it was the work of that 
author. The next important step in the reconstruction of 
Soranus was, says Sir Clifford Allbutt, taken by Valenting 
Rose. There was a Latin book well known to obstet. 
ricians of the fifteenth and sixteenth centuries as the 
Gynaecia Moschionis. Rose proved the “ Moschion” to be 
Muscio, and the pedigree of the book extends no further 
back than the fifteenth century. Ilberg says there is no 
evidence of the original date of the Parisinus compilation ; 
it may have been written in the decadence of the seventh 
or in the awakening of the ninthcentury. ‘“ Muscio” had 
before him two works of Soranug, a short catechetical, 
and a fuller treatise. These, with the sixteenth book of 
J&:ius, he undertook to blend into a new work. Of the 
links which bound Soranus to the earlier Alexandria, ong 
of the chief was the work of Demetrius of Apamea, a 
disciple of Herophilus, who flourished abont 250 z.c, 
Soranus cites the teaching of Herophilus, especially as to 
causes, with admiration. He belonged to the schoo! of the 
later Methodists, for whom anatomy was nothing and 
physiology only a matter of molecules and pores, patho. 
ogy consisting in a theoretical constriction or relaxation of 
the tissues affected. They concentrated their attention on 
clinical observation, and in this Soranus excelled. In the 
words of Sir Clifford Allbutt, “he stands on the heights of 
ancient medicine, both in learning and practice, and in 
loyal regard to tradition. His disciples were taught not 
only claudere librum wut cogitent, but also and more 
claudere librum ut videant et curent.” In a word, they 
were taught to look at the phenomena of disease with their 
own eyes, and to act in accordance with what they saw. 

Some curious details concerning the origin of an old-world 
charm for the healing of sprains are to be found in the 
April number of the Old-Lore Miscellany of Orkney, 
Shetland, Caithness, and Sutherland, Part II, vol. iv. 
This charm, which can be traved back to the tenth 
century and seems to be founded upon a legend which 
at that period was current in Thuringia, has been in use 
in Scotland, Germany, and Scandinavia for nearly a 
thousand years, and, but for the name of Wodan being 
replaced by that of Christ, remains to-day practically 
unchanged since the far-off times when Balder and Wodan 
rode together in a German forest, and the former’s foal 
having wrenched its foot was healed by a spell chanted 
over if by the latter, the greatest magician in Valhalla. 
In the course of time the repetition of the words which 
had cured Balder’s horse, and which at first were con- 
sidered applicable only for the cure of Jamed horses, came 
to be looked upon as equally efficacious for human beingge. 
In Scotland at least, as late as the middle of last century 
sprains were still treated not by the doctor, but by “an 
individual practised in casting the wresting thread.” This 
is a thread spun from black wool, on which are cast 
nine knote, and tied round a sprained leg or arm. Daring 
the time the operator is putting the thread round the 
affected limb he says, but in such a tone of voice as not 
to be heard by the bystanders, nor even by the persons 
operated upon: 

The Lord rade, 

And the foal slade; 

He lighted, 

And he righted. 

Set joint to joint, 

Bone to bone, 

And sinew to sinew, 

Heal in the Holy Ghost’s name. 


“ Those who cannot believe in the faithful preservation of 
what is entrusted to popular memory,” says the author of 
Chambers’s Fireside Stories, from whom this account is 
taken, “ have here an example extending from the tenth 
century to the nineteenth over Germany, Scotland, and 
Scandinavia. It is certain that the same or similar words 
have been superstitiously repeated countless times in all 
the countries of Teutonic tongue.” The history of this 
ancient superstition is not the only item of interest in the 
present number of the Old-Lore Miscellany, which, as 
usua), contains a store of valuable historical and anti- 
quarian information. An additional interest is given to it 
by the fact that it includes amongst its other articles 
a most interesting obituary notice of the late Mr. 
Marcus Gunn. 
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VARIATION AND MUTATION OF BACTERIA. 
IN a paper on the viability and possible variation 
of the Bacillus typhosus, which appeared in the 
March number of the Journal of the Royal Army 
Medical Corps, Major Horrocks arrives at conclusions 
which, if confirmed, seriously challenge the view 
commonly entertained that the B. typhosus is a 
specific organism and undermine its claims to be re- 
garded as the sole etiological factor of typhoid fever. 

Before proceeding to examine the facts which have 
led Major Horrocks to the conclusions put forward 
in his paper we will briefly summarize what is known 
regarding mutation and variation in bacteria. 

In the early days of bacteriology a certain number 


of investigators, including Pasteur, believed in the: 


fixity of bacterial characters, while others maintained 
that many apparently different forms represented 
merely different phases under which one and the 
same organism presented itself. 


It might be anticipated that variations and muta- 
tions would be comparatively readily observed in’ 


bacteria for two reasons: first, the generation time 
being of the order of half an hour only, very large 
numbers of generations can be readily observed; and, 


secondly, being unicellular organisms, change of: 


environment can operate directly upon the germ 
plasm. The fact that bacteria retain their principal 
characteristics with great tenacity shows, however, 
that they possess considerable vis inertiac, and the 
fact that when spontaneous variations do occur the 
offspring rarely breed true, but a goodly proportion 
revert to the original mean, indicates a high degree of 
racial stability. 

Notwithstanding the épetation of this general 
tendency towards stability of the species, variations 
in virulence for animals, in pigment-forming power, 
in capacity to produce certain fermentations, and in 
other characters, are sufficiently common to have 
been frequently observed. Moreover, a few cases of 
definite mutation, when by a sudden leap a strain of 
organism has attained or lost a definite characteristic, 
its offspring continuing to possess the same quality or 
falling short with regard to it, have been recorded by 
Massini, Reiner Miiller, and Penfold. 

In recent years research upon the variability of 
micro-organisms has proceeded along three lines. In 
the first an organism, identified by many tests, has 
had one property modified at a time by artificial 
selection, and has been afterwards recognized by the 
remaining properties. The conditions enabling the 
investigator to select the new strain being known, it 
has been possible to repeat the experiment with 
Similar results. 

This has been the case, for example, with B. typhosus 
in respect of the fermentation of certain sugars. 
Twort succeeded after two years in training one 
particular strain of B. typhosus to ferment lactose. 





This observation has been confirmed by Penfold, who 
has, however, been quite unsuccessful in his attempts 
to induce the same variation in fifteen other strains. 
Farther, it has been shown by Twort and Penfold that 
growing B. typhosus on a medium containing dulcite, 
the hexatomic alcohol corresponding to galactose, 
which the usual variety of bacillus can only utilize 
to an insignificant extent, gives rise to a pure 
strain capable of fermenting dulcite. This new . 
strain retains qualitatively all the other properties 
of B typhosus unchanged. 

The second line of research has had for its object 
the study of what may be called secondary variations. 
It occasionally happens that a new character arises, 
not singly but concomitantly, with some other. An 
organism may, for example, acquire the power to fer- 
ment a new sugar, but in so doing lose the power to 
ferment one which it formerly attacked; or, as Penfold 
has shown, gas-producing organisms such as B. coli, 
B. paratyphosus, etc., may, whilst becoming accus- 
tomed to grow in the presence of monochloracetic 
acid, lose their powér to form gas from glucose and 
other sugars whilst retaining the capacity to fer- 
ment the corresponding alcohols. Similar selective 
processes no doubt occur in Nature. 

Up to this stage we may feel fairly sure of our 
ground, for the new organisms are easily recognized 
by numerous unaltered characters ; and the conclusion 
that the change is really due to variation can be con- 
trolled by starting the culture from a single bacillus 
by the ingenious method of Burri. 

A third series of observations has been concerned 
with the simultaneous transmutation of a number of 
the characteristics of an organism amounting often to 
all of those which differentiate it from related species. 
Major Horrocks’s observations fall into this third 
category. Needless to say, experiments of this kind 
necessitate the greatest care in their interpretation. 
The ground is sown with pitfalls, of which, however, 
the author shows himself cognizant. Nevertheless, 
Major Horrocks is apparently forced to the conclusion 
that three strains of B. typhosus have by subjection 
to different environmental conditions—for details of 
which the paper must be consulted—become so 
modified as to assume the characteristics of 
B. alcaligenes, which has in turn been further 
modified so as to assume the characters, first, of 
B. colt, and ultimately those of a Gram-positive 
coccus. Farther, he is of opinion that an organism 
presenting peculiarities intermediate between B. coli 
and B. typhosus obtained from the urine of a typhoid 
convalescent had arisen from B. typhosus by variation. 

The difficulty in these experiments is that all the 
differentiating characters have been removed at once, 
so that no definite one is left by which to connect the 
old and new strains. It is purely a question of historic 
accuracy. 

Major Horrocks’s experiments may be divided into 
two classes—those carried out in the test tube and in 
the animal body respectively. In his recorded test- 
tube experiments he obtained by different methods 
removal of all fermenting properties of B. typhosus 
on five occasions, and their partial removal on one. 
In the first group of these experiments B. coli and 
B. typhosus were grown symbiotically. From these 
symbiotic cultures of B. typhosus and B. coli Major 
Horrocks obteined B. alcaligenes on one occasion. 
On a second occasion an organism was recovered 
from a similar symbiotic culture which at first 
fermented mannite but not glucose, buf on sub- 
culture showed all the characters of B. typhosus- 
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This may quite well be accounted for by tem- 
porary impairment of the growing power of the 
organism. 

Twenty-three experiments were made to discover 
the effect of a mixture of urine and water on 
B. typhosus, and in four of them B. alcaligenes 
emerged. Since in these experiments we are deal- 
ing with sterile mixtures, and no other organism 
than B. typhosus was added, the conditions were more 
completely under control. Of the four successes, 
three consisted in the conversion of the same strain 
of B. typhosus, Strain R—a strain which we must 
assume to be above suspicion. 

This is not the first time we have heard of the con- 
version of B. typhosus into B. alcaligenes. It has 
been alleged that this bacillus may arise in old 
cultures of B. typhosus, but this was explained on 
the ground that the culture really contained both 
organisms. 

To sum up, Major Horrocks believes that in these 
experiments organisms of the B. alcaligenes type 
were derived from two different strains of B. typhosus, 
three times from one strain and once from another. 
It seems difficult to believe that both cultures em- 
ployed by Major Horrocks contained B. alcaligenes as 
an unrecognized admixture, and we think, therefore, 
a@ good case for further research on this particular 
question has been made out. 

The account of the author’s experiments on animals 
in which the artificially produced B. alcaligenes is 
alleged to have become coliform in character, each 
time, however, of a different type, makes most uncon- 
vincing reading. ‘It is a not uncommon experience of 


bacteriologists to put one organism into the peritoneum 


and get another out. The unexpected organism is 
usually looked upon as an invader from the intestine, 
and Major Horrocks, although fully aware of this 
source of fallacy, seems to dismiss it too lightly. 
Major Horrocks is more impressed than we are inclined 
to be with the results he obtained in a particular 
series of experiments in which on the eighteenth 
passage of the B. alcaligenes, which he regards as 
having originated from B. typhosus, he recovered 
from the peritoneal cavity an organism of the coli 
type. This coliform organism was again subcultured 
into the peritoneal cavity (the nineteenth passage) 
and B. alcaligenes recovered. He concludes from 
these experiments that the original B. alcaligenes 


had undergone mutation to a coliform organism, 


and that it subsequently reverted. Two other 
possibilities must, however, be considered here: 
first, the coliform culture obtained from the 
eighteenth peritoneal subculture may have contained 
some of the B. alcaligenes, which might be expected 
to be more resistant to the natural defences of the 
animal after the previous eighteen passages, and con: 
sequently to have outgrown the coliform organisms in 
the nineteenth peritoneal subculture, If the nine: 
teenth peritoneal subculture had been derived from a 
single bacillus or after two or three platings, this 
objection would not be valid, but Major Horrocks 
gives no evidence here of such precautions. In the 
second place, the B. alcaligenes of the nineteenth sub- 
culture may have been an invader from the gut. 
Both these possibilities must be definitely excluded 
before we are prepared to accept the conclusion of 
Major Horrocks. 

These criticisms apply equally strongly to Major 
Horrocks’s conclusion that a Gram-negative motile 
bacillus became under the same circumstances 
transmuted into a Gram-positive coccus, 








THE STUDY OF INFLAMMATION. 

No branch of microscopical pathology has been more 
thoroughly studied than that which deals with the 
whole process of inflammation; yet new questions 
and new views as to the significance of this or that 
one of the many minute phenomena seen in it are 
constantly arising and give occasion for unending 
discussion. Professor Schridde of Freiburg has 
recently published an essay,! in which he dis- 
cusses the share taken by the various forms of 
leucocytes in the processes of inflammation, and 
comes to conclusions that cannot be regarded 
as entirely orthodox. The polymorphonuclear 
leucocytes, he holds, remain within the blood 
vessels under physiological conditions; they are very 
commonly found in the tissues, but only under patho. 
logical circumstanees, when they are drawn out of the 
vessels by the positive chemiotaxis of some bacterial 
toxin in the tissues on the one hand, and on the 
other driven out by the intravascular blood pressure 
so long as it remains higher than the pressure of 
the tissue juices around the vessel. A combination 
of these two influences is necessary before any 
emigration of these leucocytes can take place. 
He sees no reagon for believing, with Cohnheim, 
Klemensiewics, and others, that the emigration and 
the exudation of fluid are secondary to some change 
in the vascular endothelium. This change in the 
vessel wall comes later on in the process, and results 
from the hyperaemia and the action of the bacterial 
toxins that are causing the inflammation. Dealing 
next with the eosinophile leucocytes, Professor 
Schridde notes that aggregations of these are often 
met with in the tissues in certain disorders. Such 
eosinophile cells are always derived from the blood 
vessels, he argues, devoting some trouble to disprov- 
ing the suggestion that they are autochthonoug, 
and. represent a “local eosinophilia.” Eosinophile 
cells are rarely seen in acute inflammations, but 
are often met with when the process has become 
subacute or chronic. Practically no share is taken 
in inflammation by the few basophile leucocytes of 
the blood, by myelocytes and myeloblasts, or by the 
red corpuscles. — 

The status of the lymphocytes in the body is quite 
different from that of the polymorphonuclear and 
eosinophile leucocytes. As has been stated already, 
Professor Schridde believes that the polymorpho- 
nuclear cells are not found in the tissues normally. 
But in the normal Fallopian tube at any rate, though 
apparently not in the other organs of the body, 
lymphocytes do emigrate from the capillaries and 
pass for a time into the surrounding tissues; 
Professor Schridde has searched in vain to find 
lymphocytes emigrating from the lymphatic vessels. 
Plasma cells he regards as pathological develop- 
ments from lymphocytes, both having identical 
granulations; and he is a strenuous opponent of 
the view that small-celled infiltration can arise 
autochthonously, as has been stated by Ribbert and 
others. The occasional development of typical lymph- 
atic nodules at the sites of chronic small-celled 
infiltrations has been observed; Professor Schridde 
believes that such nodules are produced from the 
endothelial cells of their lymphatics, not from their 
lymphocytes. He attributes an important function. to 
the circumvascular connective-tissue corpuscles in 
inflammation—namely, that they are the chief site 
for the collection and accumulation of the bacterial 
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toxins that cause it. In fact, these toxin-loaded 
cells may keep a chronic inflammatory process 
going long after the bacteria that first set it 
on foot have disappeared. The passage of an 
acute into a chronic bacterial inflammation he 
explains as the result of a change in the nature of 
the bacterial toxins: at first they are positively 
chemiotactic to the polymorphonuclear leucocytes, 
later on to the lymphocytes. Here again Professor 
Schridde finds himself at variance with the common 
view, which may be given in Lubarsch’s words as 
follows: ‘‘An inflammation may become chronic if, 
during its acute stage, the tissues become altered in 
such a way as to react pathologically to the normal 
processes of metabolism.” 





MUSSELS AND COCKLES IN, RELATION TO 
DISEASE. 

THE researches of epidemiologists have disclosed in 
recent years a close relationship between the con- 
sumption of shellfish and certain diseases, notably 
typhoid fever. The evidence which has been brought 
forward in support of the contention that this relation 
does exist is necessarily of a circumstantial character, 
but it is none the less convincing. The question was 
discussed in an exhaustive manner in a report by Dr. 
H. Timbrell Bulstrode to the Local Government Board 
published in 1896, and since that date attention has 
frequently been drawn to it in the reports of the 
medical inspectors of the Board and by medical officers 
of health. An outbreak of typhoid fever which 
occurred in 1902 among the guests at two mayoral 
banquets held on the same day in Winchester and 
Southampton was the cause of renewed interest being 
taken in the subject. Oysters derived from the same 
source were served at both banquets, and approxi- 
mately all those guests who partook of them were 
attacked with typhoid fever or were indisposed in one 
way or another, over 100 persons being involved in 
the outbreak. Dr. Bulstrode’s report in 1896 was 
concerned exclusively with oysters and their storage, 
and he showed that at certain places the pollu- 
tion to which these molluscs were exp sed was 
grose, obvious, and indisputable. He has latterly 
continued his observations in the same direction with 
regard to other shellfish, more especially mussels and 
cockles, and has embodied his findings in a further 
report to the Board.' The facts disclosed in this 
document, though not so startling as those recorded in 
the earlier report, are sufficiently disquieting to 
warrant the hope that adequate measures will be 
taken, legislative or otherwise, to improve the 
existing unsatisfactory conditions. 

The fact that mussels and cockles are found very 
largely at or near the mouths of estuaries increases 
their liability to become polluted from many sources 
both near and distant. In view of the magnitude 
of an undertaking which would include an inquiry 
into distant sources, Dr. Bulstrode confined his 
investigations to what he termed proximate sources 
of pollution, that is to say, the presence of sewers in 
the vicinity of the shellfish beds. 

Apart from the labour involved in the more 
extended inquiry, this course receives justification 
if only from the fact that the history of past out- 





1Thirty-ninth annual report of the T.ocal Government Board, 1909- 
1910. Supplement in continuation of the report of the Medical Officer 
of the Board for 1909-1910, containing a report on shelifish other than 
oysters in relation to disease. By H. Timbrell Bulstrode, M.D., with 
an introduction bv the Medical Officer of the Board. (Cd. '5313). 
(London: Wyman and §ons. Price, 882 





breaks of typhoid fever and gastro-enteritis, associated 
with the consumption of shellfish, has shown that the 
implicated shellfish has been quite obviously exposed 
to pollution, so that if all the proximate sources of 
pollution could be removed there is every likelihood 
that there would be a considerable decrease in the 
amount of typhoid fever attributable to shellfish. 
The condemnation of localities in which shellfish are 
to be found is affected by two considerations—bac- 
teriological and topographical. Dr. Bulstrode decided 
in his latest investigations not to include bacterio- 
logical examination either of water, mud, or shell- 
fish, He arrived at this decision partly because 
during the inquiry relative to oysters it was found 
that bacteriological investigation yielded somewhat 
conflicting results, and partly because there are as yet 
no tests which will serve to differentiate between 
micro-organisms of human origin and those of 
animal origin. Moreover, bacteriologists are not yet 
in agreement as to what standard of purity should be 
adopted, and the standard adopted by some would not 
improbably serve to condemn every shellfish bed on 
our shores. It is admiited that the topographical test 
is not without its drawbacks, for in some estuaries the 
course of channels and the position of sandbanks are 
liable to change, so that shellfish which are now 
exposed to pollution may at some future time, 
more less remote, be removed from it, or the 
reverse may happen. By means of more than thirty 
small maps relating to various districts on the 
English and Welsh coasts the relative positions of 
mussel and cockle beds and of sewer outfalls is shown 
in the report. 

It must not be supposed that the possibility of 
pollution of shellfish is confined to the actual gather- 
ing ground. Even when taken from localities quite 
free from suspicion, there are several opportunities of 
contamination on the way to the consumer. The 
most important is that involved in the cleansing of 
the shellfish. Sometimes this washing is carried out 
at the beds, but occasionally mussels are brought to 
harbour and may there be washed in close proximity 
to sewer outfalls. It would seem, says Dr. Bulstrode, 
as if some of the mussel gatherers had supreme con- 
tempt for the sewage of towns, since they might be 
seen over and over again either raking for, hand- 
picking, or-washing mussels actually at the very 
mouth of sewers or drains. The same procedure, 
though to a less extent, is adopted With regard to 
cockles. In the North of England these are invariably 
sent away in their shelle, but in South Wales and on 
the East Coast of England the soft parts are separated 
by boiling either in a large cauldron or in specially 
constructed coppers. Where the latter are used, the 
cockles are placed in a large net, which is lowered into 
the boiling water in the copper. The immersion of 
the cold cockles lowers the temperature of the water, 
which has to be brought again to the boiling point. 
This process, while probably sterilizing the cockles 
at the bottom of the copper, may not have the same 
effect upon those at the top. A more satisfactory plan 
has been adopted at Leigh-on Sea in Essex, where, 
owing to the occurrence of typhoid fever, attributed 
to the consumption of cockles laid down in Leigh 
Creek, or procured from polluted sources, the cockle 
merchants have brought into use a form of autoclave 
or sterilizer in which the cockles are exposed for five 
minutes to steam under pressure. But even after 
these precautions further opportunities for pollution 
are afforded by repeated washing of the soft part of 
the cockles in water which may have come froma 
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contaminated source, and the outbreak of typhoid 
fever in Merthyr Tydvil in 1903, when 123 persons 
were attacked, of whom 84 were known to have par- 
taken of cockles or mussels purchased from premises 
occupied by a typhoid fever patient, demonstrates 
the possibility of contamination, even though the 
greatest care is taken at the source of origin of the 
shellfish. 

Dr. Bulstrode discusses at some length the question 
of the influence of polluted shellfish in maintaining 
typhoid fever preyalence. After referring to the inci- 
dence of the disease in Brighton, Manchester, Bir- 
mingham, Belfast, and elsewhere, and its association 
with the consumption of shellfish, he expresses the 
opinion that oysters, mussels, and cockles are at times 
responsible for isolated cases and groups of cases, as 


well as of extensive outbreaks of typhoid fever and of ' 


gastro-enteritis, and that these shellfish have played, 
and are still playing, an important part in the main- 
tenance of typhoid fever in certain towns. He con- 
siders that specific contamination takes place for the 
most part in the beds or layings, in the storage ponds, 
or in the process of washing, but that occasionally, as 
was the case at Merthyr, the shellfish may become 
contaminated by the retailer. 

In view of the many sources of contamination to 
which cockles and mussels are exposed in their 
journey from the beds to the consumer it is apparent 
that comparative safety is only to be found in cooking 
them just prior to consumption. Several instances 
are given by Dr. Bulstrode, drawn from the reports of 
medical officers of health, of typhoid fever having 
followed the consumption of raw mussels or cockles, 
while those who have eaten them cooked have expe- 
rienced no ill results, although the shellfish had been 
obtained from the same source. 

It cannot be considered otherwise than unsatis- 
factory to find from Dr. Bulstrode’s report that at the 
present time there is practically no control, in a 
sanitary sense, exercised over places from which 
shellfish are collected, or where they are laid down, 
washed, or stored. His former report was perhaps 
the means of arousing the public to some sense of the 
dangers associated with the consumption of raw 
shellfish, and now that further attention has been 
directed to the question it is to be hoped that some 
definite steps will be taken to remedy the conditions 
discussed in his report. 





+ 
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THE GENERAL MEDICAL COUNCIL ELECTION. 
THE voting papers in the election for a direct repre- 
sentative of England and Wales on the General 
Medical Council are to be issued on Friday, May 5th— 
that is to say, they are to be posted on the previous 
evening. All the papers ‘must be returned by 
May 13th, the votes will be counted on May 15th 
and 16th, and a meeting of the Branch Council, at 
which the result of the poll will be declared, will 
take place on Thursday, May 18th. The candidates 
are Dr. J. A. Macdonald of Taunton, formerly chair- 
man of the Representative Body and now of the 
Central Council of the British Medical Association; 
Dr. Hawkyard, President of the Leeds and District 
Medical Practitioners’ Association; Mr. George Jack- 
son, F.R.C.S., of Plymouth; and Mr. Michael Arthur 
Curry, registered as L.R.C.P. and S.Irel., 1901, who 
at present resides in South London. We pub- 
lish elsewhere a communication with reference to 
the candidature of Dr. Macdonald, whose experience 
in public affairs and wide knowledge of medical needs 
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are well known to members of the British Medica} 
Association. To this-letter is appended a list of the 
committee formed to promote his candidature. It 
will be noticed that the honorary secretaries of 
Dr. Macdonald’s committee state that they have his 
assurance that, if elected, his duties at the Genera] 
Medical Council will not necessitate giving up any of 
his present work for the British Medical Association, 
which he intends in every way to continue. We have 
received from Dr. Sidney C. Lawrence, who had in. 
tended to be a candidate, a notification to the effect 
that, while thanking the friends who nominated him, 
he has decided to withdraw from the contest. 


CAN A MEDICAL PRACTITIONER CLAIM UNDER 
THE WORKMEN’S COMPENSATION ACT? 
WHILE the practitioner is usually interested in the 
Workmen’s Compensation Act either as a witness or 
as a medical referee, if is not difficult to imagine a 
case in which he might himself desire ,to figure as 
applicant for compensation. But is he a workman 
within the meaning of the Act? Assuming that he is 
a workman, in what circumstances can an accident 
be said to arise out of and in the course of the 
employment? It is somewhat strange that the first 
of these questions has never been decided defi- 
nitely in an English Court. In one Irish case 
(Murphy v. Enniscorthy Guardians) which was 
decided in 1908, it was held that, there being no 
contract of service between a dispensary doctor and 
the guardians of his district, he is not entitled to com- 
pensation if injured in the course of his duties. But, 
supposing there is a contract of service, and the 
emoluments of the employment do not exceed £250 a 
year, it is difficult to see why a medical practitioner 
should be excluded from the benefit of the Act. It 
may be that when the question comes up for actual 
decision the English courts will follow the reasoning . 
which the Court of Appeal applied to the case of a 
music teacher. The Master of the Rolls, in holding 
that there was no contract of service between the 
teacher and her pupil, said: “In such a case there 
may be a contract for services, but there is not a 
contract of service. In any particular case it 
will be for the arbitrator, after considering all 
the circumstances, to decide whether the injured 
professional person is or is not a ‘workman.’ 
This is not a question of law but a question 
of fact.” The point was again raised, buf not 
discussed or decided, in a case which was heard 
at the Kidderminster County Court on April 11th. 
There a medical man who had been house-surgeon at 
the Kidderminster Infirmary claimed compensation 
for injuries alleged to have been sustained in an 
accident arising out of and in the course of his 
employment. As the case “went off” on another 
point (to which we shall presently refer) the facts 
relating to the contract of service were not 
gone into, and the judge refused to commit himself on 
the point. The facts upon which the claim was based 
may be briefly stated. The applicant was house- 
surgeon at the Kidderminster Infirmary, his salary 
being £100 with board and lodging. When he first 
went to the infirmary it had no w-ray apparatus, 
but in May, 1910, apparatus having been installed, 
it was decided to use if on some patients suffering 
from ringworm. The applicant saw one of the 
honorary surgeons, and a conversation followed as 
to what should be done. The z-ray machine was 
tried on the applicant’s arm to test the effect 
of the pastille. The application lasted fifteen 
minutes. The results were so serious that he was 
away from ‘work for a considerable time, and had 
to submit to an operation on his arm, which 
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took six weeks to heal. The applicant stated that 
it was an experiment carried out for the benefit of 
the patients, and he admitted that he was a willing 
subject. He said that he was under the control of the 
committee of the infirmary, and frequently consulted 
the honorary surgeons about the work he had to do. 
Medical witnesses expressed the view that it was the 
applicant’s duty to submit to the experiment, although 
it was conceded that his duties were practically pre- 
scribed by the rules of the institution, which had not 
been altered since the apparatus was introduced. The 
judge, in giving judgement, said it did not follow that 
because a new knife was introduced a house-surgeon 
should allow the knife to be used on his body. He 
was quite prepared to decide whether the doctor was 
acting in accordance with his agreement. He had the 
terms of the contract before him, and it was clear 
that the question of a dangerous experiment did not 
arise on his appointment. He accordingly dismissed 
the application, but gave leave to appeal. The point 
is one of considerable difficulty. Judge Ruegg, in his 
work ou the Compensation Act, points out that an 
accident “ does not arise out of and in the course of 
his employment where the workman does something 
which is no part of his duty towards his employer, and 
which he has no reasonable grounds for thinking it was 
his duty to do.” But had not the applicant reasonable 
grounds in this instance ? The same learned author 
points out that “the accident may arise out of 
and in the course of the employment, if the act which 
occasioned it, although not strictly in the scope of the 
workman’s employment, is done upon an emergency.” 
Where, for instance, 2 workman was suffocated by 
carbonic acid gas whilst attempting to rescue a 
fellow workman from the fumes of the gas, it was 
held that this was acting in an emergency for the 
employer’s interest as well as in the interests of 
humanity. On the other hand, if a workman steps 
out of the sphere of his duties to oblige a fellow 
workman, when no circumstances of emergency 
exist, he generally loses the protection of the Act. 
This is shown by the case of McAllan v. Perthshire 
County Council, Western District, In that case it was 
the duty of an engine man in charge of a steam roller 
to fire his engine for the purpose of getting up steam 
by 7a.m. Temporary sleeping accommodation was 
provided for him near his work, but on one occasion, 
expecting to be late, he arranged with a surface map, 
whose duties had no reference to the engine and 
boiler, to undertake the firing up of the engine for 
him. Whilst doing so the surface man was injured. 
It was held that the accident did not arise out of and 
in the course of the employment. We trust that the 
Kidderminster case may reach the Court of Appeal, 


* because the discussion of the point at issue will doubt- 


less throw considerable light upon the legal position 
of a house-surgeon. 


THE PLAGUE CONFERENCE IN MANCHURIA. 
ELSEWHERE in this issue will be found an account of 
the earlier proceedings of the International Plague 
Conference in Manchuria. It will be seen that it 
made a most excellent start, so it is the more to be 
regretted that its labours should have come to an 
untimely end, as must be concluded from a Reuter’s 
telegram this week. Differences of opinion appear to 
have arisen comparatively early as to the agenda, 
‘with the result that the conference split up into 
various opposing sections. From the beginning the 
Chinese authorities made it clear that their desire 
was that the conference should endeavour to answer 
& number of questions on which the need of informa- 
tion was felt, and that its members should bear in 
mind that the topic before them was not plague in 





general, but its septicaemic or pneumonic form and the 
devising of measures calculated to prevent another 
epidemic of this type of plague either in China or 
elsewhere. In this attitude the Chinese delegates had 
the support of those of Great Britain and the United 
States, but other parties in the conference endeavoured 
to extend the work in various directions, with the 
result stated. We have not yet received information 
from our own correspondent, but the division of 
parties suggests that the rock on which the barque 
foundered was pclitical rather than scientific. 
Despite, however, this unfortunate resulf, this con- 
ference may justly be regarded as one of historic 
interest at least. It was the outcome of an epidemic 
exceedingly fatal in respect of case mortality, but 
otherwise dissimilar to any of which there is authentic 
record. The aggregate mortality, about 46,000 deaths 
in five months, was trifling as compared with the 
experience of India, where as many deaths have 
frequently occurred in a single week; but in India 
cases of the pneumonic type have -been exceptional, 
while in Manchuria they seem to have constituted the 
vast majority. Though sporadic cases of plague have 
been common in Manchuria for many years past, there 
is as yet nothing to explain why the disease should 
suddenly have become virulently epidemic ; moreover, 
although plague among certain rodents exists in 
the same country, this outbreak was neither accom- 
panied nor preceded by mortality among rats. Even 
more interesting than the circumstances of the 
outbreak itself are the actions on the part of the 
Government to which they gave rise. China, that land of 
ancient, but for many centuries dormant civilization, 
and of admittedly immense possibilities, has definitely 
placed itself on the side of scientific progress, and of 
the principle represented by the words “ If preventable, 
why not prevented?” The Viceroy, in opening the 
proceedings, actually quoted that phrase, and stated 
that it precisely represented the view of the Chinese 
Government, which intended to secure its people 
from another outbréak of plague of the same kind, 
if the adoption of Western medicine and hygiene 
would have that end. It is easy for Orientals to 
make speeches of a kind likely to be acceptable 
to a European audience, but it is obvious that 
in this case the various Chinese speakers were 
not using empty forms of words, despite the fact that 
the summoning of a scientific conference, though such 
course has never been adopted before, need not in 
itself be taken as clear evidence to the contrary. But 
there is also the fact that the Government has for the 
first time permitted the performance of post-mortem 
examinations, and has itself carried out the burning 
of the dead. Furthermore, the people themselves, 
seriously as their lifelong prejudices have been 
offended by these and other measures adopted, have 
recognized their desirability and offered no obstruc- 
tion. The great Mongolian empire, therefore, is most 
assuredly awakening. 


THE INTERNATIONAL HYGIENE EXHIBITION. 
THE International Hygiene Exhibition at Dresden is 
to be opened by the King of Saxony on Saturday, 
May 6th. His Majesty will formally open the pavilions 
of the Foreign States on Monday, May 8th. The 
British Section will not be completed until the begin- 
ning of June, and will therefore not participate in this 
official opening ceremony. We have on numerous 
occasions called attention to the importance of this 
great exhibition from an educational point of view. 
The organization has been planned with that minute 
care which characterizes the work of German 
administrators, and in every detail this exhibition 
promises to eclipse everything which has been under- 


: 
f, 
i 
f 
{ 


i aie ae 











Tux Britise 
Mepicat JournaL 


1078 


PHTHISIS AMONG JEWS. 





[May 6, rorz. 





—— 





taken in the past. We propose to publish an account 
of the exhibition in a future issue, and it is 
therefore only necessary before the opening to 
recall the fact that the Scientific Section of the 
exhibition comprises forty-four groups, dealing with 
every branch of hygiene. The Popular Section will 
depict the human and animal body from the ante- 
natal to the disintegration stage. The Historical 
Section, thanks to the energies of Professor Sudhoff 
and Dr. Neustitter, will display the history of hygiene 
from the very earliest times. The Industrial Sections 
will be devoted to the illustration of the practical side 
of the preservation and the restoration of health. 
Lastly, the Sports Section will show, in various ways, 
the value of reasonable exercise to health. and the 
damaging effect of improperly regulated muscular 
effort. The whole will be diversified by conferences, 
CG ongresser, and sports, all relating more or less 
directly to the objects of the Exhibition. Each national 
pavilion will house exhibits characteristic of the 
various achievements in hygiene of the nation. The 
British Committee, with the Lord Mayor of London as 
President and Sir Thomas Barlow as Chairman, has 
succeeded in overcoming difficulties which at one 
time appeared to be almost insurmountable. The 
Section will be soraewhat smaller than was originally 
intended, but the contents will be selected with all 
the greater care. Commercial articles will be ex- 
cluded, and the subjects will be dealt with in a 
scientific and we might almost say in academic 
manner. The scheme followed in each instance in 
which this was practicable starts with a defect in our 
social arrangement, or a danger arising out of human 
or animal life on this planet. The next point illus- 
trated is the organization which aims at the removal 
of this defect or danger; then comes the scientific 
basis for the remedy, to be followed by the machinery 
employed; and lastly the result, both direct and 
indirect, of the employment of the remedy. The 
subjects to be dealt with may be classed under 
the following general headings: The control of the 
infant, the control of the child, the control of food, 
the control of disease, the control of poisoning, the 
control of the home, the control of hospitals, and the 
control of occupations. Itis gratifying to be able to 
state that Major Pollock, R.A.M.C., will officially 
represent the War Office at the opening ceremony, 
while it is hoped that the other Governmental 
Departments which have received official invitations 
will send delegates. The British Committee will be 
represented by the secretary, Mr. H. W. Armit. 


THE BATTLE OF THE WINES. 
THE riots which have recently led to so much wae 
ance of the public peace and destruction of private 
property at Epernay and elsewhere in France, have 
doubtless been watched by many people in this 
country with an uncomfortable feeling of anxiety as 
to the future supply of champagne. M. Esmonet 
opportunely reminds us in a recent issue of the 
Progrés Médical that a furious battle raged in France 
for some seventy years as to the relative merits of 
champagne and burgundy. To us the interesting 
point about, the war is that it seems to have been 
kindled by a thesis for the degree of doctor of 
medicine presented to the University of Paris in 
1652. The name of the author is lost to posterity, but 
it is known that he maintained the superiority of 
beaune over all other wines. This not unnaturally 
gave offence to the owners of the Champagne vine- 
yards. The quarrel smouldered for some forty years, 
when it was stirred into flame by the fact that Fagon, 
physician to Louis XIV forbade the Sun King to drink 





champagne. In this prohibition some Burgundian saw 
an opportunity of extolling the virtues of beaune and 
denouncing champagne ag an irritant of the nervous 
system and a cause of various diseases, including 
gout. The Faculty of Rheims was up in arms at once 
in defence of the wine of which it considered itself as 
a tutelary deity. In 1700 a thesis was presented to 
that university in which beaune was very roughly 
handled. In 1704 Salins, the chief physician of the 
Beaune district, took the field and declared bluntly 
that champagne owed its reputation solely to the fact 
that two Ministers of State, Colbert and Le Tellier, 
were owners of large vineyards in the neighbourhood 
of Rheims. He went on to compare champagne, 
greatly to its disadvantage, with beaune. The Rheims 
people retorted that neither Le Tellier nor Colbert 
had ever owned vineyards in their country, and that 
the renown of their wine had been established at the 
time of the King’s coronation. It was further 
urged that if the King, in obedience to his doctor, 
did not drink champagne, his courtiers did; or 
if they had given it up, they had come to regret 
having done so. It was urged in favour of champagne 
that when Wenceslaus, King of Bohemia, came to 
Rheims in 1397 to negotiate with Charles VI. he had 
got drunk on the local product of the grape with the 
result that he yielded every point rather than cease 
drinking. The war was carried on by means of 
pamphlets, odes, and other literary weapons, the 
writers being rewarded by the rival vine-growers with 
samples of their best products. The controversy did 
not die out till the early part of the eighteenth cen- 
tury, when the crushing burden of taxation, famine, 
and war turned men’s minds to more serious matters. 
We may here recall the well-known epigram by John 
Home, the author of Douglas, inspired by a tax placed 
upon claret by the Government of the day, which had 
long connived at its introduction into Scotland under 
very mitigated duties : 

Firm and erect the Caledonian stood, 

Old was his mutton, and his claret good ; 

‘¢ Let him drink port,’’ an English statesman cried— 

He drank the poison, and his spirit died. 
Home liked claret and hated port; fecit indignatio 
versus. Dean Ramsay says that Sir Walter Scott 
delighted in repeating the epigram. 


PHTHISIS AMONG JEWS. 
It is now about ten years since the growing increase 
of tuberculosis among the Jewish poor aroused the 
attention of the leaders of that community, who, with 
the interest that they have always manifested in their 
poorer co-religionists, took immediate steps with a. 
view to alleviating the suffering caused by the disease, 
and as far as possible preventing its spread. The 
report of the sanitary committee of the Jewish 
Board of Guardians deals almost entirely with the 
action which this body has taken with the above 
mentioned aim. The fact that pulmonary phthisis is 
an important item in Jewish bills of mortality will 
come as somewhat of a surprise to many, as it has 
often been imagined that Jews were exempt from 
this plague. Undoubtedly they suffer less from it 
than the surrounding populations. This has been 
established by Rosenfeld and Auerbach for Vienna 
and Budapest, and by Fishberg for the large Semitic 
population of New York. The same condition obtains 
in London, where the proportion of Jewish deaths due 
to tuberculosis is far below the normal. On the other 
hand, the increase above referred to has become very 
noticeable in recent years, a change no doubt due to 
the changed conditions in the Jewish quarter, where 
the native-born are becoming lost in the crowd of 
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immigrants. These last, coming not infrequently 
from rural, or at least from more open surroundings, 
find themselves in a different climate, living in 
avercrowded and unhygienic quartere, and often 
doing new forms of work on an _ insufficient 
and unaccustomed diet. It is not surprising that 
they readily fall a prey to tuberculous infection. 
From the report before us, it appears that as soon as 
a case of phthisis has been verified by the Sanitary 
Committee it is visited by a health visitor, who gives 
instructions as to hygienic precautions, especially as 
to the disposal of the sputum, for which purpose 
vessels and disinfectants are supplied. At the same 
time care is taken to secure isolation as far as possible, 
the committee paying the rent of an extra room when 
necessary. Whenever possible, advanced cases are 
directed to a hospital or infirmary, while for the more 
hopeful the committee has the advantage of being in 
close touch with the sanatorium at Daneswood. Some 
interesting figures are given as to the present con- 
dition of former inmates of that institution. Taking 
those for 1907, it appears that of 80 persons discharged 
from Daneswood in that year as many as 45 are now 
more or less self-supporting, while only 7 are known 
to be dead; the remaining 28 had been lost to view, 
probably in most cases through emigration. A very 
important point, which has not been lost sight of by 
the committee, is the close observation of other 
members of the family who, although apparently 
healthy, might be expected to have incurred the in- 
fection. This observation is systematically carried 
out, and thus the earliest symptoms of the disease 
can be noted and traced. It would appear at first 
sight to be rather unsatisfactory that, in spite of 
all this care, the cases on the register have steadily 
increased, that it has been found necessary to increase 
the number of health visitors from two to four in the 
course of a few years, and that in the present report 
it is suggested that another should be engaged. 
Increase in the Jewish population may, however, 
account for this, and it is not unlikely that cases are 
more readily notified to the committee as its work 
becomes better understood. From a table of occupa- 
tions, it would appear that tailors, bootmakers, and 
hawkers were the greatest sufferers from phthisis, but 
this was only to be expected, as these are the trades 
mostly followed by recent Jewish immigrants. The 
report shows that the Jewish Board of Guardians is 
doing useful work, which should tend to check the 
spread of phthisis, and the local authorities generally 
might with advantage adopt some of their methods, 
especially in regard to the observation of those who 
have been living in close contact with sufferers from 
the disease. 





CHINA AND INDIAN OPIUM. 
THE question of the opium trade between China and 
India has entered a curious phase. When the Chinese 
authorities first made application to the Indian 
Government to forbid the export of opium to the 
treaty ports in China, many people regarded this 
merely as a political move, and doubted both the 
ability of the Chinese Government to suppress poppy 
cultivation in its own provinces and the sincerity of 
its desire to abolish the use of opium in the country. 
However, the Indian Government consented to make 
a treaty on the subject. It was accordingly arranged 
that for three years from January lst, 1908, the 
amount of opium exported to China from India 
should be reduced by 5,100 chests a year (the annual 
export to China at the beginning of this period being 
51,000 chests), and that China should suppress opium 
production within its own territory in like proportion 
within the same period. At the end of last year the 





agreement was renewed for a further five years, the 
calculation then being made that by the end of 
1917 both opium production in China and opium 
importation from India would have come to an 
end. Now, however, the Chinese Government 
is pressing for a fresh agreement, the reason put 
forward being that it has made such great strides 
in limiting the cultivation of the poppy in China 
itself that it expects to have completed its task 
of suppressing the use of native-grown opium much 
earlier than was anticipated, and consequently wishes 
to hasten correspondingly the suppression of impor:- 
tation. It is therefore proposed that the Indian 
Government shall consent to allow treble the present 
opium duty to be imposed, to forbid exportation to 
China altogether so soon as China can prove that 
opium-growing in China has been totally abolished, 
and meanwhile to issue no transit certificate for the 
export of opium to any individual province which 
has succeeded in suppressing poppy cultivation and 
desires to avoid opium importation. Proposals are also 
put forward for getting over one serious difficulty— 
namely, the disposal’of the opium at present accumu- 
lated in bonded warehouses. It represents some 
20,000 chests and a value of over £4,000,000, and on pay- 
ment of duty the Chinese Government cannot refuse 
to allow it to be withdrawn and distributed for sale 
in the country. This accumulation is due to the fact 
that as poppy cultivation began to lessen and the 
number of chests exported direct to China from India 
began to fall, the opium importers began to buy up 
the chests exported from India to the Malay Peninsula 
and other localities where opium smoking and eating 
is in vogue. No new treaty has yet actually been 
signed, but there seems reason to believe that the 
Indian Governmeni, despite the loss of revenue and 
dislocation of trade and labour which must ensue, 
will contrive to meet the Chinese authorities in the 
matter. If it does so, and the Chinese Government 
continues to be successful in suppressing poppy 
cultivation, the trade with India and the legal use 
of opium in China will, in the opinion of the Peking 
correspondent of the Times, come to an end within 
two years or less. Should this prove to be the case, 
it would be a remarkable, almost amazing, outcome 
of a movement which as an active crusade will at the 
date in question be hardly ten years old, and which 
had to overcome such formidable opponents as an 
industry of great financial importance to two 
countries, and a national habit of a kind peculiarly 
difficult to abandon. Even the present results are 
sufficiently noteworthy, for there seems to be no 
doubt whatever that not only has the import trade 
fallen, but that the number of opium users in China 
has immensely decreased. Furthermore, public 
opinion in China now seems to be on the side 
of the crusade, for in making its fresh applica- 
tion to the Indian Government the Chinese autho- 
rities are admittedly acting less of their own free 
will than in obedience to pressure brought to bear 
upon them by the Chinese Anti-opium Organization. 
The next international conference on the subject is to 
take place at The Hague on July Ist, and before that 
date the decision of the Indian Government may be 
expected to have been made known. 


MEMORIAL AT THE DREADNOUGHT 
HOSPITAL. 
On April 27th Mr. Perceval Alleyn Nairne, chairman of 
the Seamen’s Hospital Society, unveiled at the 
Dreadnought Hospital a memorial tablet to the late 
Mr. George Busk, F.R.S., F.R.C.S., one of the most dis- 
tinguished surgeons of his day. This tablet is erected 
over the bed which has been endowed by the Misses 
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Elinor and Frances Busk in memory of their father. 
The ceremony took place in the presence of a small 
gathering of men and women most of whom had had 
association with Mr. Busk and some of whom had 
been closely connected with him in his working life. 
Among them were the two daughters of Mr. Busk, 
Professor Arthur Keith, Conservator of the Museum 
of the College of Surgeons, and the following members 
of the committee of management of the Seamen’s 
Hospital Society: Rev. S. Martyn Bardsley, Captain 
A. W. Clarke, Commander G. Hodgkinson, R.N., Sir 
Francis Lovell, C.M.G., Mr. C. T. Orford, Mr. F. Swanzy, 
and General the Hon. Sir Reginald Talbot, K.C.B. 
After the chairman had unveiled the tablet and 
expressed the thanks of the Seamen’s Hospital Society 
for the gift, Mr. G. H. Makins, C.B., Surgeon of 
St. Thomas’s Hospital, spoke of his association with 
Mr. Busk, and laid stress upon the deep indebtedness 
of the medical profession of to-day to his great ability 
and skill. Mr. Lawrie McGavin, the surgeon in charge 
of the ward in which the tablet is situated, expressed 
the appreciation of the honorary medical staff. Mr. 
Busk served for no less than fifty-six years on the 
staff of the Seamen’s Hospital Society, having been 
appointed “ Apothecary” in 1830, when the work of 
the society was carried on on board the Grampus, a 
50-gun vessel lying in the Thames. In 1832 he was 
appointed Assistant Surgeon, and in 1839 Surgeon. 
In 1854 he became Visiting Surgeon, and in 1861 
Consulting Surgeon. He died in 1886. Mr. Busk was 
Hunterian Professor to the Royal College of Surgeons 
from 1856 to 1859. In 1863 he was elected to the 
Council of the College, and retained his seat until 
1880, when he retired. He served on the Board 
of Examiners in 1868, was elected Vice-President for 
1869 and 1870, and President in 1871. The museum of 
the College owes to him many valuable specimens, 
including a skull which represents one of the earliest 
known forms of man. In addition, Mr. Busk laid the 
foundations of a very fine collection of skulls now in 
the museum of the Hospital at Greenwich. This 
collection contains many objects absolutely unique. 
The tablet, which is of white marble, bears the 
following inscription : 
In Memory of 
GEORGE BUSK, F.R.S8., 
President of the Royal College of Surgeons, 1871, 
whose skill and unwearying devotion 
were ever at the service of the Seamen’s Hospital Society 
from 1830 to 1886. 


This Bed is endowed by his daughters 
In fulfilment of the wish of their Mother, Ellen Busk. 


THE LUNACY BILL. 
THE Lord Chancellor’s long-promised Lunacy Bill was 
issued on Wednesday last, and is called “an Act to 
Amalgamate the Lunacy Departments and to transfer 
the power of making Vesting Orders from the Judge 
in Lunacy to the High Court.” The bill is proposed 
in pursuance of the recommendation of the Royal 
Commission on the Feeble-Minded, and leaves wholly 
unprejudiced the large settlement of the care of the 
insane and feeble-minded. In the first place, the bill 
asks statutory sanction to a scheme set forth in the 
schedule for amalgamating the Masters in Lunacy, the 
Lord Chancellor’s Visitors, and the Commissioners of 
Lunacy into one body. This proposal is in accordance 
with the temporary recommendation of the Commis- 
sion to amalgamate the offices and appoint two 
additional Medical Commissioners. The Royal Com- 
mission suggested that this should be done by an 
order of the Lord Chancellor under Section 337 of 
the Lunacy Act, 1890; but as the validity of such an 
erder might be questioned, the bill has been intro- 
duced in the House of Lords. The scheme of amalga- 
- mation is contained in the schedule, and provides 
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that there shall be 18 members of the Lunacy Com. 
mission, namely, 13 paid (including the Chairman) 7 of 
whom must be medical men and 6 barristers, and 
5 unpaid Commissioners. The first Commissionerg 
are to be the existing Masters in Lunacy, the existing 
Chancery Visitors, and the existing paid and un. 
paid Commissioners, and two paid Commissioners, 
to be forthwith appointed by the Lord Chancellor. 
The salary of the Chairman is to be £2,000, and that of 
each of the other Commissioners £1,500 a year. The 
Royal Commission made an eraphatic demand for the 
two additional Commissioners in order to meet the 
increase in the work. The unpaid Commissioners 
may include women. The bill consists of only three 
clauses, of which the first relates to the amalgamation 
of the three lunacy departments according to the 
scheme in the schedule, the second clause deals with 
the technical matter of vesting orders—a detail in the 
administration of lunatics’ estates—and the third gives 
the title of the Act, and fixes its commmencement for 
January lst, 1912. 


Dr. N. H. Awtcock, Lecturer on Physiology in 
St. Mary’s Hospital Medical School, London, and 
Examiner in Physiology to the Royal College of 
Physicians and to the National University of Ireland, 
has been appointed to the Chair of Physiology in 
McGill University, Montreal, Canada. He has pub- 
lished numerous papers on physiological subjects, and 
is the joint author of a textbook of Experimental 
Physiology and one of the original editors of Science 
Progress, Dr. Alcock graduated in Arts at Trinity ‘ 
College, Dublin, and was senior moderator in Natural 
Science. He obtained the degree of D.Sc. from the 
University of London by research in physiology. He 
was Recorder of the Section of Physiology at the 
British Association on their visit to Winnipeg in 
1909. 


Medical Notes in Parliament. 
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Poor Law Administration. 
WHEN the House went into Committee of Supply on 
the Civil Service Estimates last week Mr. Goldstone, 
the Labour member for Sunderland, raised an 
interesting debate on the Poor Law. He moved: 

That this House endorses the unanimous condemnation of the 
administration of the Poor Law contained in the Majority 
and Minority Reports of the recent Royal Commission, and 
is of opinion that the present administration of the Poor 
Law does not meet modern requirements and demands the 
immediate attention of His Majesty’s Government. 

He said that the very great sum involved in the 
administration of the Poor Law and expenditure on 
Poor Law relief was applied in the assistance of some 
700,000 people. Its amount raised many questions, 
but the three to which he desired especially to draw 
attention were the position of the children, public 
health, and mixed workhouses. Fifteen thousand 
infants were born in workhouses every year, and a 
child born in a workhouse stood one-third less chance 
of living than even a child born in the slums. He 
thought the President of the Local Government Bourd 
might well issue an order that no child of school age 
should be detained in a workhouse for more than one 
week without the special permission of the Board's 
inspectors. There was great overlapping in the treat- 
ment of children, involving a conflict of jurisdiction 
and authority, and this coatiopyine was equally 
rampant in the case of public health, with the result 
that diseases passed unnoticed and were spread about 
among the population. The evils of the mixed work- 
house required attention, and much could be done by 
administration. Persons of unsound mind should not 
be kept in a general workhouse for longer than a 
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week. He hoped the President of the Local Govern 
ment Board would crown his career by terminating 
during the lifetime of the present Government the 
causes of the reproaches levelled at the administra- 
tion of the Poor Law. The object to be attained was 
the prevention of destitution, and that could best be 
secured by dealing in an adequate manner with the 
children. 

Mr. A. Smith seconded the resolution, and urged that 
steps should be taken to prevent able-bodied men 
becoming destitute when they lost their employment. 
It was a tragedy that 60,000 able-bodied women should 
be in receipt of Poor Law relief in England and 
Wales who were unable to work owing to the care of 
children. To drive them to work at the expense of 
the children would be a national crime. 

Mr. J. S. Fletcher advocated the transference of 
Poor Law work to borough and county councils, and 
Mr. Spear argued in favour of extending the powers 
and improving the system of the present boards of 
guardians. 

Mr. Lansbury followed, and said that the many 
millions expended annually in the administration 
of the Poor Laws were to a great extent wasted, 
because no attempt was made to apply the remedy till 
the point of destitution had been reached. A very 
strong case had been made out for better treatment 
of the children. From 15,000 to 20,000 children in 
receipt of outdoor relief in England and Wales were 
living under vicious and immoral conditions. As to 
the workhouse system, he had visited most of the big 
workhouses, and he had no hesitation in saying that 
of all the horrible places in creation the workhouse 
was the most horrible, and for this reason in par- 
ticular that it was so infernally clean. There was no 
decent dirt about it. You got your breakfast by bel), 
your dinner by bell, your supper by bell—you might 
even go to the “other place” by bell. It was bell all 
the time, and your life was ruled by dismal rota. In 
Scotland the — of keeping the old people in 
small homes had been developed, and he hoped the 
time was not far distant when the old people of 
England would be able to reside in their own homes. 
He deplored that the Government had done nothing 
to give effect to the recommendations of the Royal 
Commission, and hoped that hon. members on both 
sides of the House would say to their leaders that 
they would not tolerate any further postponement of 
this important question. 

Mr. Hills regretted that nothing had been done to 
carry out the recommendations of the Royal Com- 
mission, and specially urged the removal of children 
from the scope of the Poor Law. After Lord H. 
Cavendish Bentinck had spoken, 

Dr. Addison contended that, in view of the medical 
inspection of school children and other measures, the 
statement that nothing had been done upon this ques- 
tion was decidedly inaccurate. A large amount of 
pauperism was due to the fact that persons mentally 
deficient from infancy were free to multiply, and it 
was very necessary that steps should be taken to deal 
with the feeble-minded as early as possible. With 
reference to consumption, something had been said 
to the effect that we could not do much in the way 
of preventing that disease. He must absolutely and 
completely disagree with that. There was no condi- 
tion which was a burden on our people which we 
could more: easily prevent than consumption. At 
present the Poor Laws spent something like £1,500,000 
in dealing with this disease, and the amount of 
national loss which was occasioned in the families 
throughout the length and breadth of the land must 
be incalculable. He recognized that the scheme 
shortly to be produced would afford a magnificent 
opportunity for eradicating this disease in this 
country, and thus more would be done in respect of 
sickness to do away with poverty than by any other 
measure which had hitherto been before this Parlia- 
ment. He referred, of course, to insurance against 
sickness. 

Dr. Esmonde followed, and made some very forcible 
remarks on the inadequate payment given to parochial 
medical officers. Medical relief required great 








ae enc 


improvement; in many cases the Poor Law medical 
officer had to supply medicines at his own cost, in 
addition to beitig paid insoufficiently for the work he 
did. He also advocated increased facilities for getting 
medical assistance in cases of sudden illness. After 
some other speeches, 

Mr. Burns replied. Hesaid the Local Government 
Board could not be expected to remove causes of 
misery and destitution which were economic in their 
origin and social in their operation. Many evils which 
had been mentioned sprang rather from a failure in 
our industrial system than from any lack of sympathy 
on the part of Governments or administrative bodies. 
It had been asserted that circulars and orders were 
no good. He could only say that he had never 
done anything so fruitful in good results as the 
circular he issued over a year ago to the Poor Law 
authorities calling their attention to the treatment 
of children; and the issue of orders would cer- 
tainly be useful until the subject of the Poor Law 
was legislatively treated anew in all its aspects. 
The Local Government Board had made consumption 
@ notifiable disease. Eighteen months ago, against 
strong pressure from many quarters, he thought that 
the 35 per cent. of the total cases of consumption 
which were dealt with in Poor Law institutions should 
be made notifiable. The effect had been reflected in 
the considerable diminution of cases in these institu- 
tions. So satisfied were they with the success of the 
experiment that they had recently secured notification 
of another 35 per cent.—consumptives who went to 
general hospitals and institutions other than those 
under the control of the Poor Law authorities. That 
left them with 30 per cent. still to be dealt with. 
These cases were more difficult to locate because they 
existed among a class of people who did not appeal to 
the Poor Law authorities or attend general hospitals. 
It had been suggested that the Government should 
transfer the control of paupers from the guardians 
to the county councils. He could not go into 
that matter now, because such a transfer would 
involve legislatiop, but he must point out that 
it was a moot point whether the county councils 
were in a position to take over the duties 
now discharged by. the Poor Law authorities. 
He was a man of fact, and, as his namesake Robert 
Burns said, “ Facts are chiels that winna ding.” 
In 1850 they had 62 per 1,000 of their total popu- 
lation paupere, but in 1909 that 62 per 1,000 had 
been reduced to 26. Since he had been in office it 
had diminished to 18.7. In 1850 54 per 1,000 of the 
population received outdoor relief, but in 1909 the 
number was 15 per 1,000. Atthe present time it was 
11 per 1,000. Pauper children, of whom they had heard 
so much, had been reduced from 26 to 7 per 1,000. 
Able-bodied outdoor relief had been reduced from 12 
to 2 per 1,000, which was almost a negligible figure, 
while the number of indoor paupers remained prac- 
tically stationary. Since 1834 they had spent 
£600,000,000 upon solving this and cognate problems, 
and he was surprised that so relatively small an 
amount of money had done so much good. The cost 
per head had risen from £7 18s. to £13 for indoor 
paupers, and from £3 1ls. to £6 2s. for outdoor relief. 
The cost of maintaining paupers had increased from 
6s. 8d. to 8s. 4d. per head of the population, while the 
expenditure per rateable value, which showed how 
wealthy the country was becoming, had dropped from 
1s. 8d. to 1s.6d. He mentioned these facts to show how 
pauperism in many aspects yielded to progressive, 
scientific, and more humanized treatment under the 
much-abused boards of guardians. As to the general 
suggestion that, notwithstanding what the Local 
Government Board had been doing by administrative 
circulars and orders pauperism showed no sign of 
abatement, he would point out that since 1905 the 
total pauperism of the country had diminished by 
22 per cent. and outdoor pauperism by 35 per cent. 
London’s total decrease in that period was 14 per cent. 
and 37 per cent. respectively, while in the East End 
district of Poplar it was 36 per cent. and 56 per cent. 
Between 80 and 90 per cent. of the pauperism of this 
country was due not to industrial causes, but rather 
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to physical and mental disabilities. To listen to some 
of the speakers who had engaged in that debate one 
would almost think that children were still herded 
in workhouses the same as when Oliver Twist was 
flogged and Little Dorrit was punished. Under the 
Poor Law system in London were some 22,700 chil- 
dren. Only 229 over 3 years of age were in the work- 
houses proper, and of that 229 as many as 140 were 
claimed by the three Unions of Islington, Wandsworth, 
and Lewisham. The reduction of the number of 
children hous3d in workhouses which had taken place 
in the metropolis in recent years would, he hoped, 
speedily extend to the country. There were under the 
Poor Law, roughly, 70,000 children, and it was satis- 
factory to note that not more than 400 were being 
educated in workhouse schools proper. Those figures, 
he thought, amply refuted the suggestion that the 
Local Government Board had not been efficiently dis- 
charging its duty towards the juvenile poor. As 
regarded the general conduct of these children he 
would like to remind the House that of the 12,700 who 
had passed through London Poor Law schools during 
the last ten years only 62 had been sent back to the 


guardians by their employers on account either of bad. 


character or unfitness for their particular work. 
Neither Eton nor Harrow nor Rugby nor Winchester 
could show anything like so good a record of conduct 
as that. Were he to recommend the adoption of any 
of the schemes of reform that had been proposed he 
must preface the recommendation with the warning 
to the House that any change would prove costly if 
not extravagant. Lord George Hamilton had said of 
one of the schemes that it would mean annihilation of 
the family system, administrative chaos, and end in 
universal local bankruptcy. When the Chairman of 
the Royal Commission told him that one scheme of 
Poor Law reform would cost over 18 millions sterling 
he would ask those who were continually pitching 
into the Government for extravagance to remember 
that it could not possibly be economical and at the 
same time carry out the recommendations of the 
Royal Commission. The Majority Report was 
somewhat archaic, whilst the Minority Report was, 
in view of recent events, somewhat obsolete. 
By bolder action the Government were trying to solve 
the prevention of pauperism by removing the causes 
of destitution. Since 1909 a million of people who 
were either potential or actual paupers had been 
given a State bounty amounting to £13,000,000 instead 
of being asked to accept a Poor Law dole. That was 
considerable progress in a short time, representing 
a diminution of 22 per cent. of the total pauperism 
and 33 per cent. of outdoor pauperism. After five 
years, in which a million of money had been spent on 
relief works, both the Majority and Minority Reports 
came to the conclusion, which he arrived at long ago, 
that relief works were worse than no remedy at 
all. Having condemned relief works, what were the 
Government doing in regard to unemployment? The 
labour exchanges had been subjected to a great deal 
of unfair and unreasonable criticism, but he believed 
that five years hence those who now abused them 
would be as much converted to their wisdom as they 
now were to the folly of relief works. The Govern- 
ment contended that what they had done by granting 
old age pensions plus labour exchanges, together 
with the scheme of compulsory insurance against 
unemployment to be shortly disclosed, constituted a 
solid advance upon the schemes of either the Majority 
or Minority Reports. He believed that if the public 
authorities of the country regularized their work 
more—and he was bringing every pressure he could 
upon them in that respect—it would also bring un- 
doubted benefit to the general and casual labourer 
who was frequently out of work. The Board of 
Agriculture had also done something to stop the 
downward trend by placing nine or ten thousand 
small holders upon the land. He believed in the 
development of that policy, and not by any form of 
improved Poor Law would they find a better and 
sounder remedy than half the nostrums advanced by 
visionaries. If in the next five years the Government 
did for England what the Irish land policy had done 
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for Ireland, and if they were able to grapple with the 
housing difficulties as the Irish Local Government 
had done in building 30,000 cottagers for labourers, 
much would be accomplished. People talked of 
pauperism as if it were a matter of wages, or moral 
or physical disability. It was not. Pauperism in its 
main element was a matter of sickness and ill-health. 
Thirty per cent. of the total pauperism and 50 per 
cent. of the cost of pauperism, on which the country 
spent fifteen and a half millions a year, were due to 
sicknens alone. Unless they grappled with sickness 
and invalidity the bedrock cause of pauperism would 
remain. The Government hoped to deal with that 
in an infinitely more statesmanlike and generous way 
than was to be found in the proposals of either the 
Majority or the Minority Reports. 

After Mr. H. W. Forster had spoken, 

Dr. Chapple said that the basic cause of destitution 
was not to be found in our social system, in landlaws, 
nor in the wages system. The basic primary cause of 
destitution was physical, mental, and moral defects in 
the individual. The figures quoted showed that sick- 
ness was largely responsible, and that nearly 90 per 
cent. of those who were inhabitants of Poor Law insti- 
tutions were there because of some physical defect. 
Of physical, mental, and moral defects nearly 80 per 
cent. were hereditary. We were breeding very defec- 
tive stock. There had been a remarkable decline in 
the birth-rate in all civilized nations. This had not 
taken place uniformly amongst all classes of the 
community, but amongst our best people. It had not 
taken place at all amongst the worst people, because 
the birth-rate went on undisturbed amongst defec- 
tives, mental and physical. Since not all defects were 
hereditary, to-day the remarkable phenomenon existed 
that the increase amongst the defectives was greater 
than ever it was in proportion.. If those who were a 
burden upon the State were classified into those who 
had acquired their defects and those born with them, 
it would be found that quite 80 per cent. of those who 
were defective suffered from those defects because of 
the law of heredity. Because of the causes instanced, 
and because of the utmost freedom accorded to all 
those defective classes to propagate their kind, 
the number of defectives was still increasing at 
a remarkable rate, whilst the normal and fit were 
decreasing. It was the duty of the State to get right 
down at the base and not to be content with any 
tinkering or constant readjustment, which was no 
remedy at all, and to say that those who were defec- 
tive must be isolated. Those who were weak-minded, 
those who suffered from lunacy and the mentally defec- 
tive, should not be allowed to propagate their kind. 
That was not only so in the State’s interest, but it 
was also in the interests of the individual. Nothing 
could be more cruel than to allow defective parents 
to bring into the world those who were condemned 
to suffer either because of hereditary disease or of 
those hereditary mental and moral defects which 
unfitted them to grapple with their circumstances. 

After speeches by Mr. Booth, Mr. John Ward, Mr. 
Clynes, Mr. C. Roberts, Mr. Ellis Davies, and Mr. 
George Thorne and others, the resolution was rejected 
by 107 to 48. 


Royal Army Medical Corps.—Mr. Sandys asked whether 
the strength of the Royal Army Medical Corps had 
been reduced since 1906 by 488. Mr. Acland said that 
the establishment of the Royal Army Medical Corps, 
warrant officers, non-commissioned officers and men, 
in 1906 was 4,189, and the present establishment was 
3,947, showing a decrease of 242. Of these 190 were 
men specially enlisted for one year in 1906 to augment 
the reserve,and 38 were reduced from South Africa in 
1907, leaving a balance of 14 for reduction in various 
stations since 1906. 


Royal Military Hospital at Parkhurst—Some half dozen 
questions were asked last week concerning a suicide 
of a R.A.M.C. dispenser at Parkhurst Barracks, all 
suggesting that through the paucity of the staff there 
was overwork among the medical officers and their 
assistants. Mr. Acland replied to all the questions at 
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once, and said that orders had been issued to the 
general officer commanding-in chief for a searching 
inquiry. There was a suicide at Parkhurst on 
August 29th last, which was clearly a case of insanity, 
and was not apparently due in any way to overwork. 
The hospital was equipped for twenty-five beds, with 
a personnel of one officer and eight non-commissioned 
officers and men. The average constantly sick for the 
last six- months was from nine to ten, and during 
March was fifteen; but in the latter month the 
ailments were mostly slight. No complaint had 
reached the War Office as to the inadequacy of the 
staff. 


Hospital Accommodation for Rosyth Workmen.—Mr. John 
Ward raised this matter by questions last week, and 
Mr. McKenna said that cases of accident had been 
sent to the Dunfermline Poorhouse Hospital by the 
Parish Council of Inverkeithing since the commence- 
ment of the works. Any obligation there might be 
for the provision of hospital accommodation for the 
workmen at Rosyth fell upon the contractors and not 
upon the Admiralty. There were two medical officers 
in attendance, one appointed by the contractors, and 
an assistant appointed by thecontractors. There was 
an Admiralty officer, but he did not think he was 
appointed specially in regard to these works. 


Vaccination.— Mr. Pointer asked the President of the 
Board of Education whether he was aware that the 
Chiswick Education Committee had resolved that the 
head teachers of the council schools should make an 
inquiry with a view of ascertaining which children 
attending such schools had not been vaccinated, for 
the purpose of advising the parents on the matter; 
whether this was part of the duty assigned to teachers 
under the code of the Board ; and, if not, what steps 
would be taken to put a stop to the proposal. Mr. 
Trevelyan replied that the Board had no information 
on the point, but if particulars were furnished would 
make inquiries. The only Article in the code which 
appeared to be relevant was Article 15, which required 
teachers to be employed under written agreements or 
minutes, which must contain these words: “The 
teacher shall not be required to perform any duties 
except such as are connected with the work of a public 
elementary school.” 


instruction in Vaccination.—In reply to Mr. Lansbury, 
the President of the Local Government Board said 
that he was aware that all the three public vacci- 
nators of the Bermondsey Union received a fee of 
6s. for each vaccination they successfully performed, 
although only one of that number was a teacher of 
vaccination. It was true that the minimum fee under 
the Board’s Order was 2s. 6d., but the actual fee to be 
paid was ordinarily a matter of arrangement between 
the guardians and the public vaccinator. Vaccina- 
tions when done by medical students were done under 
the direct personal supervision of the public vacci- 
nator, and in exactly the same way as other vacci- 
nations were done. He was not aware whether the 
parents of children were informed that the vaccination 
might be performed by medical students, but he had 
no doubt that the practice at the instructional classes 
was well known in the district; moreover, no parents 
were required to bring the children to the classes; 
they could, if they wished, have the vaccination per- 
formed in their own homes. The ratepayers of 
Bermondsey incurred no charges in respect of: the 
students. The latter paid for their own instruction. 


Vaccination Pads.—In reply to Sir Harry Samuel, the 
President of the Local Government Board said that 
public vaccinators were required to take precautions 
for the protection of the vaccinated surface, and pro- 
tective coverings of various kinds were in use. He 
had no information as to whether any of these cover- 
ings were made in Germany. No special type of 
covering was prescribed. 
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Detention of Suspected Cases of Small-pox and Vaccination.— 
In reply to Mr. Lansbury, Mr. Burns said that he 
understood that it was the practice of the medical 
officer on duty at South Wharf to detain there cases 
certified to be suffering from small-pox but in which 
there was doubt as t» the correctness of the diagnosis. 
In the case of the Camberwell boy, William James 
Kent, the medica! officer at the Wharf was of opinion 
that there was every probability that he had small-pox, 
and consequently he sent him to Joyce Green Hos- 
pital. As, however, he considered there was a possible 
element of doubt, he vaccinated the boy to eliminate 
the risk of his contracting small-pox if it shouJd turn 
out that he was not already suffering from it. He did 
not suggest that the father was, in the circumstances, 
able to make any other form of protest than that 
which he made to the nurse in charge of the patient. 


Feeble-minded Women and Degeneracy.— Mr. Houston 
asked on Monday whether the Home Secretary was 
aware that a medical man had stated in a lecture at 
Liverpool that he knew of sixteen feeble-minded 
women who had become collectively the mothers of 
over one hundred illegitimate children, and whether 
with the object of preventing degeneracy from the 
propagation of imbecile weakly and diseased children 
he would introduce legislation to segregate imbecile 
males and females and those suffering from incurable 
transmittible and hereditary diseases. Mr. Churchill 
answered that he had no knowledge of the lecture 
referred to; but the considerations mentioned in the 
question had frequently been brought before him, and 
he was deeply impressed with their importance. As 
he had previously stated, he was not wholly without 
hope of being able to introduce a bill on the subject of 
the feeble-minded this session. The scope of the bill 
in preparation would not extend beyond mental] 
deficiency and possibly epilepsy. 


Longevity.—In answer to Mr. Vincent Kennedy, last 
week, Mr. Burns stated that the results of the recent 
Census being as yet unknown, the latest information 
respecting the number of persons living at different 
ages in England and Wales was that furnished by the 
Census of 1901. Assuming the proportional number 
of persons living over seventy years of age to have 
remained unchanged since that date, 273 per cent. of 
the total population in Eogland and Wales was aged 
seventy years or upwards; in Ireland the proportion 
was 4.20 per cent.; in the German Empire, 2.75 per 
cent. ; and in France about 4 88 per cent. 


Slum Dwellings (Doncaster)—In reply to Mr. Jowett, 
the President of the Local Government Board said 
that under the powers given by Local Acts of 1904 and 
1908 the Doncaster Corporation acquired and de- 
molished numerous houses for the purpose of effecting 
street and other improvements, thereby displacing a 
considerable number of persons of the working 
classes. It was the duty of the Corporation under 
the Housing of the Working Classes Act, 1503, before 
entering on those houses, to submit proposals to the 
Board in regard to the provision of accommodation 
for the persons displaced, and he had required a 
housing scheme to be submitted. The Corporation 
had erected a number of wooden dwellings to house 
temporarily persons displaced under the Act of 1908, 
and he had received a very unsatisfactory report of 
these dwellings, and had written to the Corporation 
on the subject. The Corporation had submitted a 
scheme for the erection of houses on a site which 
appeared to be unsuitable, and he had refused to 
sanction the proposals. It was now reconsidering the 
matter with a view to the submission of amended pro- 
posals without delay. As regards housing conditions 
generally in Doncaster, he found that the medical 
officer of health, in his report for 1910, gave some 
indication of overcrowding, but he understood that 
the general question of housing was prominently 
before the Corporation at the present time. 
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[FROM OUR SPECIAL CORRESPONDENTS.) 


PROFESSOR CLELAND. 

THE high personal esteem in which Professor Cleland 
is held by his colleagues and friends was fittingly 
demonstrated at the large gathering which assembled 
in the Bute Hall on April 26th, on the occasion oi! 
the presentation of his portrait to the university. 
The first part of the formal proceedings consisted in 
the Senate of the University, which he had so long 
and so faithfully served, conferring upon Professor 
Cleland the honorary degree of Doctor of Laws. 

Professor Glaister, in presenting Professor Cleland 
for the degree, said that Professor Cleland had spent a 
long life in the scientific teaching and exposition of 
anatomy, extending nigh unto half a century, first as 
Professor of Anatomy and Physiology in Queen’s 
College, Galway, and latterly as Professor of Anatomy 
in Glasgow University, to which he devoted thirty-two 
years’ service in that capacity. Following that most 
accomplished anatomist, Allen Thomson, he had ful- 
filled the duties of his office in the highest sense, and 
his work would be held in esteem by the long line of 
students whom he had taught. While Professor 
Cleland’s pen had been chiefly occupied in the exposi- 
tion of the subjects with-which his name would 
mainly be associated, it had also been devoted to 
philosophical essays of a scientific character, and 
upon occasion had strayed into the lighter fields 
of literature. His work as editor of the seventh 
edition of Quain’s Anatomy was held in high esteem 
by all anatomists, and his work jointly with Principal 
Mackay on human anatomy had for many years held a 
foremost place as a textbook. Professor Cleland 
already possessed many academic honours. Although 
a Doctor of Laws of the Universities of St. Andrews 
and Edinburgh, he would perhaps not less esteem the 
honour which Glasgow University now desired to 
confer upon him, since it was offered to him as an 
expression of his great worth as a professor and a 
scientific anatomist. 

After Dr. Cleland had been capped and had signed 
the réle of honorary graduates, Principal Yule Mackay 
presented to the university the portrait painted by 
Sir George Reid, which was accepted by Principal 
Sir Donald MacAlister. The university, he said, owed 
the gift to the grateful esteem of a multitude of 
Dr. Cleland’s pupils, colleagues, and friends in many 
parts of the world. In thanking these donors the 
Principal said that by enrolling Dr. Cleland among 
its honorary graduates the university indicated that 
it was of one mind with the subscribers in desiring 
that fit expression should be given to their appre- 
ciation of Dr. Cleland’s services to education, to 
science, and to the life and reputation of the Uni- 
versity of Glasgow. On behalf of the subscribers 
Mr. Henry Barr presented to Mrs. Cleland a second 
portrait of Professor Cleland, also painted by Sir 
George Reid. 

In thanking the subscribers Dr. Cleland, in a most 
interesting speech, told how he nearly became a 
minister on leaving school, but at a critical moment 
he discovered the secret hope in his mother’s heart, 
that he should follow his father’s profession and study 
medicine. After tracing his early student life and 
medical training, Dr. Cleland alluded to his service as 
a demonstrator under Professor Goodsir for four years 
before he first went to Glasgow as demonstrator to 
Professor Allen Thomson in 1861. Of the professors 
who then occupied chairs, only one—Lord Lister— 
survived. In 1863 he had become Professor of Anatomy 
in Queen’s College, Galway, and returned to Glasgow 
fourteen years later as successor to Professor Allen 
Thomson. Afterwards Dr. Cleland spoke of the rela- 
tionship of art and anatomy, and referred to the efforts 
he had made for the teaching of artistic anatomy in 
a scientific way. Though he had failed—as Principal 
Storey had, too—in persuading the public that this was 
a suitable object to spend money on, he hoped still that 
the day might come when Glasgow would take the lead 
in such an advance, 
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THE CENSUS. @ 

In reply to a question by Mr. E. Wason, the Lord 
Advocate stated on Wednesday that the preliminary 
examination of the returns of the recent census 
showed the population of Scotland to be 4,759,521, an 
actual increase of 287,418, or 6.4 per cent., during the 
ten intercensal years. He stated that the preliminary 
totals for the various counties had been ascer. 
tained and would shortly be issued, but added 
that all the figures were to be regarded as ap. 
proximate and subject to corrections after the 
census returns had been thoroughly examined, 
It is reported that the increase in Edinburgh since 
1901 has been only 2,780, and in Glasgow 22,933, but 
in the latter case there has been an extension of 
boundaries, so that the net increase is probably only a 
little over 7,000. Some communities in the neigh- 
bourhood of Glasgow have increased at a much 
greater rate, and it is not clear how-much of the 
apparent diminution is due to a mere transference of 
population to industrial centres within Glasgow’s 
sphere of influence. In some of the rural districts 
the population would seem to have remained 
stationary, or nearly so, while in others, in some 
parts of Argyllshire, for example, there has been a 
distinct decline. 


NOTIFICATION OF PHTHISIS IN RENFREWSHIRE. 

The District Committee of Upper Renfrewshire has 
agreed to make permanent the resolution regarding 
notification of phthisis. Dr. A. Campbell Munro, the 
County Medical Officer, in a memorandum on the 
subject, eaid that the system of compulsory notifica- 
tion came into operation on April lst, 1910, for an 
experimental period of twelve months. There had 
been a system of voluntary notification previously in 
the district, but it had failed to bring to light more 
than a fraction of the cases, and these generally in the 
last stage. Medical men felt that in reporting cases 
otherwise than under compulsion they were open to a 
charge of violating professional confidence. Since 
the compulsory notification the system had worked 
with perfect smoothness, and without hardship to 
any one. 





Ireland. 


(FROM OUR SPECIAL OORRESPONDENTS.) 


PRESENTATION TO Dr. W. R. DAWSON. 
On April 27th, at a largely-attended meeting of the 
Irish Division of the Medico-Psychological Associa- 


.tion, held at the Richmond Asylum, Dublin, Dr. W. R. 


Dawson was the recipient of a handsome presentation 
from the members of the Division on his resignation, 
owing to his recent appointment as Inspector of 
Lunatics, of the Divisional Honorary Secretaryship, 
which he had held for the past nine years. The pre- 
sentation, which was made in suitable terms by 


Dr. Drapes, President-elect of the Association, con- — 


sisted of a silver salver and a large silver-mounted 
ivory paper-knife, the former bearing the following 
inscription: “ Presented to W.R Dawson, Esq,., M.D., 
F.R C.P.1L., by the members of the Irish Division of the 
Medico-Psychological Association of Great Britain and 
Ireland, in recognition of his valuable services as 
Divisional Honorary Secretary, 1902-11.” Around 
the inscription were engraved over forty autograph 
signatures. In the evening many of the members 
were entertained by Dr. Dawson at a farewell dinner 
at the Shelbourne Hotel. 


THE BOYLE MEDAL. 

On Wednesday, April 26th, Professor John Joly, 
F.R.S., was presented with the Boyle Medal of the 
Royal Dublin Society. The medal was established 
some years ago in memory of Boyle, Ireland’s greatest 
physical chemist, and has only twice previously been 
awarded, Dr. Johnstone Stoney, F.R.S., and Thomas 
Preston, F.R.S., being the two previous recipients of 
the honour. 
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PREVENTION OF INFANTILE MORTALITY IN DUBLIN. 

Under the auspices of the committee formed last 
January with the object of promoting measures caleu- 
lated to diminish the infantile mortality in Dublin, 
number of ladies have attended a course of lectures 
given by medical men, and it is now proposed that 
they should begin practical work as visitors in the 
city. The committee is of opinion that the care and 
feeding of the mother during the nursing period has 
a very important bearing on the problem of infantile 
mortality, and, in consequence, steps are to be taken 
for the purpose of feeding nursing mothers who may 
be in want. Farther classes for the instruction of 
additional workers are to begin at once, and the 
cooperation of other charitable organizations in 
Dublin is invited. 


HOUSING IN DUBLIN. 

The problem of providing decent dwellings at 
moderate rent for the working-class population of 
Dublin seems about to be tackled seriously by the 
corporation. Of late years many improvements have 
been made, but in some quarters the absence of a 
comprehensive scheme for the abolition of slums 
throughout the entire city area has been severely 
criticized. It is now proposed to appoint a small 
committee, to be known as the Housing Committee, 
whose duty it will be to. devote its attention to the 
entire question. 


SANITARY OFFICERS AS PROSECUTORS. 

Complaints on behalf of the solicitors’ profession 
‘have lately been made in Ireland owing to the custom 
of sanitary officers conducting prosecutions under the 
Public Health Act. The custom is an old-established 
-one, and in the case of the Dublin Corporation is 
stated to have been followed for the last thirty years. 
The objection is now made that such a custom is an 
infringement of the privileges of the solicitor’s pro- 
‘fession, and it-is sought to insist that in future the 
complainants in such cases should always be repre- 
sented by solicitors. Up to the present no definite 
iruling has been made on the subject, but it appears 
that sanitary authorities are within their rights. 


IRISH ANTIVACCINATION LEAGUE. 

The sixth annual conference of the Irish Anti- 
‘vaccination League, at Waterford on April 28th, 
passed a resolution condemning the Irish vaccina- 
‘tion law, and calling on boards of guardians to refuse 
to enforce it. It was also decided to take legal pro- 
-ceedings in the High Courts if the Local Government 
Board attempted to dissolve antivaccinationist boards 
-of guardians. The meeting was rendered notable by 
the receipt of a characteristically temperate letter 
from Mr. George Bernard Shaw, in which he says 
that for years past the strain of countenancing such 
@ proceeding so gross, reckless, dirty, and dangerous 
as vaccination from the calf has been growing un- 
bearable to all genuine bacteriological experts. 
Vaccination, he adds, is really nothing short of 
attempted murder. Other letters were also received 
at the conference, including one from Dr. Edward 
Haughton, who urges his fellow countrymen to 
“resist the odious law which demands that you 
should have an animal disease injected into the pure 
blood of your children.” 


MEATH HOSPITAL ANNUAL MEETING. 

At the recent annual meeting of the supporters of 
the Meath Hospital and County Dublin Infirmary, 
special attention was drawn by one of the speakers to 
‘the fact that this hospital, like all the other clinical 
hospitals in Dublin, serves not only the city of Dublin 
‘but also the county atlarge. Itis stated that more than 
20 per cent. of all admissions are of patients who do 
not reside in the Dublin area. The deduction naturally 
drawn by the speaker was that the hospital had a 
right to expect that contributions should be forth- 
coming from the country districts in proportion to the 
benefits gained. Several of the Dublin hospitals have 
of late years got heavily into debt, and there is there. 
fore es reason now for calling attention to the 
point, 
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MONAGHAN AND CAVAN ASYLUM. 

The report of the Medical Superintendent of the 
Monaghan and Cavan Asylum states that on January 
1st, 1910, there were 505 male and 410 female patients 
in residence. There were admitted 82 men and 
84 women during the year; of these, 81 were suffer- 
ing from mania, 73 from melancholia, 11 from epileptic 
insanity, and 1 from dementia. The discharges 
numbered 111, of whom 99 were recovered, 10 relieved, 
and 2 unimproved. The deaths numbered 54, giving 
a death-rate calculated on the average number 
resident of 5.9 per cent. The overcrowding of the 
asylum is referred to, the daily average number of 
inmates being 125 in excess of the legitimate accom- 
modation. The net cost of maintenance per head 
per annum was £22 2s. 4d. 
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(FROM OUR SPECIAL CORRESPONDENTS.) 


MANCHESTER AND DISTRICT. 


THE INCREASE ‘OF INDUSTRIAL ACCIDENTS. 

AT the annual meeting of the London and Lancashire 
Insurance Company, the Chairman made allusion to 
the great anxiety caused to the insurance companies 
from the operation of the Workmen’s Compensation 
Acts. Ever since the passing of the first Act the 
number and incidence of industrial accidents had been 
steadily increasing, and the views expressed by the 
Government in 1897 as to the approximate rates which 
should be charged for the risks then to be under- 
taken by employers had proved almost startling in 
their optimism. Of course the liability had been 
greatly increased by the Act of 1906, but even then it 
was difficult to understand how it could have been 
suggested that in the case of mines arate of 1 per cent. 
on the wages would probably be sufficient. Experience 
had shown that at least five times that amount was 
necessary. In the case of the textile and engineering 
risks, for which a rate of 1s. to 2s. per cent. on the 
wages was thought to be sufficient, experience had 
shown that, allowing only for the merest margin of 
profit, the rate should properly be at least ten to 
twenty times greater. In a disputed case the 
companies were rarely able to recover their costs, 
which usually amounted to about £15, while, if 
they lost, the costs often amounted to £30. Gene- 
rally the claimants refused to produce medical 
evidence in the first instance, and it was necessary 
for the company to send a doctor to see them, 
which cost a fee ranging from 10s. 6d. to 2ls., or 
even two or three guineas for a specialist. It often 
happened, too, that even when a workman was 
willing to accept a lump sum the judges refused to 
allow the matter to be thus settled, and left the 
claim open indefinitely. The result was that legal 
and medical fees were increasing at an alarming rate. 
Employers must, therefore, be prepared for a con- 
siderable increase in the insurance rates; it might 
even prove that the companies could not possibly 
make the business pay, in which case the Govern- 
ment would have to take over the work itself. There 
seemed to be a tendency to trace every illness that 
occurred to an accident at work, and the amount of 
malingering was causing the greatest alarm. 





SMALIL-POX AT STALYBRIDGE. 

It had been thought that the outbreak of small-pox 
at Stalybridge was over altogether, but, after a period 
of some weeks without any fresh cases, the disquieting 
news comes of 5 fresh cases in one day last week. 
There are now 9 cases under treatment in the hospi- 
tal, the total number of cases notified since the com- 
mencement being 13. In addition to other measures 
a day school in the centre of the affe ted district has 
been closed until further notice, and a!) contacts are 
taken to the disinfecting station, where their clothing 
is disinfected. The latest cases have all been rightly 
diagnosed as small-pox, but some of the earlier 
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cases were for a time regarded as chicken. pox, and at 
a special meeting of the town council it was unani- 
mously decided to include chicken-pox among the 
notifiable diseases, the order to come into force on 
May 4th, and to remain in force for six months. 


CAMBRIDGE GRADUATES’ MEDICAL SOCIETY. 

The second annual meeting and dinner of the 
Cambridge Graduates’ Medical Society was held at the 
Queen’s Hote), Manchester, on April 27th. Thirty 
members, three associates, and fifteen guests were 
present. The last included Professor Horace Lamb as 
the guest of the society; Mr. A. E. Shipley, the new 
Master of Christ’s, who came as the guest of the 
Christ’s members of the society, and Dr. Strangeways. 
A pleasant evening was, passed; speeches were made 
by Professor Lamb, Mr. Shipley, Drs. A. H. Godson, 
Hulton, Strangeways, A. Hopkinson, Professor Toller, 
and the President, Dr. G. R. Murray. The society, 
which was formed last year to give Cambridge medical 
men in the district an opportunity of meeting each 
other, has forty-three members and seven associates. 
The associates are Cambridge students who are doing 
their hospital work at the Manchester School. 





LONDON AND DISTRICT. 


TUBERCULOSIS IN MIDDLESEX. 
A CONFERENCE between representatives of the Borough, 
Urban, and Rural district councils in Middlesex and 
the County Council was held on April 28th, and 
resulted in the adoption of three resolutions. The 
first was to the effect that each local authority, either 





independently or in combination, should establish and | 


work an antituberculosis dispensary, and that in con- 
nexion with the treatment thereat provided provision 
should be made for the loan of open-air shelters for 
patients to use in their own homes. Dr. Macdonald 
of South Norwood, who seconded this resolution, 
pointed out the importance of getting cases under 
control in their early stages, and that dispensaries 
were a step in the right direction. Dr. Brackenbury 
of Hornsey was of opinion that the dispensary system 
apart from the use of sanatoriums would be of com- 
paratively little use. This observation led to the 
second resolution (which recommended the provision 
of sanatorium accommodation for the treatment of 
cases of phthisis in Middlesex) being amalgamated 
with the first for the purpose of discussion, and finally 
both were carried. The third resolution was that the 
Local Government Board should be requested to take 
steps to impose compulsory notification of phthisis 
and other forms of tuberculosis on all Middlesex 
areas. , 

In respect to the need of special steps being taken, 
the Chairman of the Conference, Mr. W. W. Kelland, 
quoting from a report recent)y made by Dr. C. W. F. 
Young, County M.O.H., showing that the average 
aunual number of deaths from phtbisris in Middlesex 
during the past nine years had been 864, and that if it 
could be correctly assumed that every death repre- 
sented five cases of recognizable phthisis, there must 
at present be about 4,500 such cases in the county. 


Hew South Wales. 


THE INTER-STATE CONFERENCE ON TUBERCULOSIS. 
THE Inter-State Conference on Tuberculosis concluded 
its labours at the end of February; ita members were 
the principal medical officers of each ofthe States of 
Australia. Their joint report was not in the hands of 
the various Governments when our advices left, but 
Dr. Ashburton Thompson, President of the Board of 
Health of New South Waler, made a communication to 
the Sydney Daily Telegraph of March 11th, which may 
he taken to embody its main points. The terms of 
reference to the conference were “to devise systematic 
and uniform means” for combating tuberculosis in the 
States of Australia. The first decision of the confer- 
ence was that as the members of the conference were 














the responsible medical advisers of their respective 
Governments any recommendations made must be in, 
accordance with ascertained knowledge and practic. 
able. Secondly, it decided that while the communic. 
able character of tuberculosis points it out as a. 
disease requiring the interference of Governments to 
restrain it, there is nothing to distinguish it from. 
other diseases as a special responsibility of Govern. 
ments in respect of cure. Hence the conference 
refrained from all reference to curative sanatoriums 
aud acted on the assumption that the duty of the 
various Governments was confined to prevention, 
In regard to this, the first recommendation ig. 
that notification shall be made compulsory and 
universal throughout the Commonwealth. At the 
same time it is pointed out that compulsory 
notification is justifiable only when Governments 
are prepared to act on the information thus acquired, 
but that this is comparatively simple. A law should 
be passed conferring power to remove into segrega. 
tion (on the order of a police magistrate made on the 
application of the Central Health Authority) any con- 
sumptives who are a danger to their housemates and 
others, or who either persistently neglect to take the 
simple precautions necessary, or who are manifestly 
unable to take them owing to advanced illness com- 
bined with poverty and like circumstances. ‘The con- 
ference does not expect that it will be necessary to 
apply this law otherwise than in a very small number 
of cases, for its mere existence will probably exercise. 
@ very useful influence. In addition every State should 
provide accommodation for cases of advanced tuber- 
culosis in persons unable to obtain it for themselves. 
Such provision the conference regards as an essential 
factor in the control of consumption. 

The report also lays stress on the fact that the epi- 
demiology of tuberculosis is in many respects unsettled,. 
and that it is only on an accurate epidemiology that 
preventive measures can safely be based. During the 
past twenty-five years the medical profession, dazzled 
by the brilliant results of bacteriological research, 
has, it is pointed out, been unable for the most part to 
see beyond them. Such results are no doubt of great 
value, and show that phthisis can be communicated 
from man to man, but inquiry of quite a different 
order is necessary before it can be concluded that it 
not only can be, but actually is, so communicated. 
Hence the conference recommends that in each State, 
and by State officers, a uniform form of inquiry should 
be made into each individual case of phthicie. Such 
inquiry form, having been utilized for its own pur- 
poses by the State concerned, should ultimately be 
transmitted to the Commonwealth statistician, in 
order that its contents may be collated with similar 
information derived from the whole of Australia. In 
a few years a great body of valuable information 
would accumulate, and if analysed by the statistician 
in consultation with epidemiologists it would point 
the way to much more simple and less costly plans. 
than any that could be devised in the present state 
of knowledge. 

In regard to detection of early cases, the conference: 
recommends that the State should provide free bac- 
teriological examination of the expectoration of con- 
sumptives of every class of society. Though children 
do not suffer from pulmonary phthisis they frequently 
suffer from other forms of tuberculosis, so the con- 
ference regards systematic examination of school 
children as especially desirable, and recommends. 
that to secure effect for the findings of such examina- 
tions, the Education departments should establish: 
boarding-school sanatoriums, at which the usual 
course of school instruction can be carried out in the 
open air, and in conditions of life favourable to the 
tuberculous. At such open-air schools school teachers. 
who have become consumptive might continue to be 
employed. As for any dangers arising from tubercu- 
Jous meat and miJk, these should be controlled by the 
Departments of Agriculture and of Health by the opera- 
tion of food laws. It is only phthisis, including both 
pulmonary and laryngeal forms, of which it is neces- 
sary for the Governments of the various States to take 
direct cognizance for preventive purposes. 
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Special Correspondence. 


FRANCE. 
A Patients’ Lock-owt.—Medical Inspection of Conscripts. 


DurinG the early part of this year things were very flat in 
the medical world. There were no exciting novelties, no 
new cure for tuberculosis, no new disease; at the most we 
have seen a new name not calculated to excite geographi- 
cal susceptibilities given to Malta fever. At the Faculty of 
Medicine the students have been conducting themselves 
with the gravity of members of the Academy of Medicine. 
One no longer hears even the noise of the conflict between 
the public and the doctors, which broke out some 
time ago, owing to a general raising of fees. This 
the doctors considered to be justified, partly by the 
increased cost of living and partly by the rise in the price 
of rubber. The doctors’ clients seem to have failed to 
comprehend that by putting at their disposal a motoring 
zeal which took no account of tyres or horse-power, 
doctors had established a right to make their patients 
contribute to this improvement in medical practice. The 
same difficulty of comprehension will no doubt be 
shown to-morrow when the doctor literally flies to the 
relief of his patient. It is true that in one of the towns 
of the west of France there has been a kind of strike of 
patients actual and possible; ov formed a league in which 
every member bound himself by horrid oaths not to consult 
a doctor until the old scale of fees was restored. This 
new kind of lock-out, however, ended very soon in fiasco. 
It was brought to an end by influenza at about the same 
time that M. Briand terminated the strike among the rail- 
way men, and very much in the same way—that is to say, by 
kind of sudden mobilization. If it had not been influenza 
‘it would have been something else, and this demonstration 
of our power ought to teach us wisdom, since superiority so 
‘obvious imposes on us corresponding duties. On the other 
hand, it may well be asked whether the duties are not 
amply fulfilled by the efforts which scientific medicine is 
making to abolish the very springs of our professional 
resources. We ought to make a compact with the public 
upon the principle that every time we suppress a disease 
we should have a right to raise our fees for the 
‘treatment of those which remain. May we not look 
forward to the thrice happy day when mankind, riddled 
with vaccines as an old piece of furniture with worm-holeg, 
when there remain only a few slight disorders justifying 
‘the other sex in exciting the interest and sympathy of 
ours, we shall be well paid for doing almost nothing? 
May we not look forward to the time when our consulta- 
tions and visits will be replaced by that beautiful leisure 
of which Horace speaks: 

Seu te in remoto gramine per dies 

Festos reclinatum bearis 

Interiore nota Falerni. 


But perhaps the old Falernian of which the poet speaks 
with so much affection will prove our last pathological 
snare. Indeed, modern existence does not seem to be 
leading us to those safe retreats and country joys for which 
‘some of us long. 

At this moment as I write troops of young men are 
passing under my windows, dancing, singing, and shouting. 
They are conscripts returning from the conscil de révision, 
the physical examination held before they join their 
regiments. This same conseil de révision causes us often 
inwardly to rage. There is not a ralingerer or a coward who 
does not go to his doctor to beg a certificate of incapacity. 
At the town of each canton a médecin-major of one of the 
regional battalions examines some forty young men in some 
sixty minutes, and decides as well as he can whether they 
should be sent to their regiments, rejected altogether, or a 
decision in their cases postponed for a time; the military 
doctor has to guide him nothing but certain certificates 
given by civil doctors, and presented by the interested 
parties themselves, certificates which must often seem to 
the military doctor nothing less than a reflection upon 
his picacity or as no more than evidence of the 
complacency of the civil doctor. It will be difficult 
for your readers to understand how great is the 
difficulty we encounter, even though every kind of 
influence is brought to play, in obtaining the rejection 





of a patient declared to be in the premonitory stage of 
taberculosie, the stage in which lesions are latent. The 
result is that we prefer to run the risk of having a man 
sent back to us after some months with the colours. It is 
true that there is another medical inspection when the 
conscript reaches his regiment, and that this examination is 
much more close and careful, but it would be very much 
better to secure the co-operation of the family doctor, and to 
authorize him under proper regulations to send a note 
direct to the military administration. If the excellent 
plan introduced at Nice of providing every school child 
with a medical history book were generally adopted, it 
would be possible for the family doctor, before the conscript 
goes to the regiment, to insert in this book a final note for 
the edification of his military brethren. If this were done, 
not only would it prevent certain young men being forced 
to begin their military training who are unfit for it, 
but i6 would prevent the invaliding of some who under 
present conditions cannot be made into soldiers, but who 
might be usefal if the family doctor's advice, as to the 
selection of climate and the adjustment of other con- 
ditions in a manner appropriate to their physical aptitudes, 
were accepted. No doubt there are many difficulties in 
the way of carrying out such a scheme, more especially so 
long as the family doctor is in respect to the conscripts 
entirely dependent upon private fees. But the question is 
one which will have to be considered by our Government. 
Year by year problems of this kind are being more care- 
fully considered by Parliament, and eventually no doubt 
they will be solved. When that good time comes we shall 
no longer note among the young men who pass singing, 
dancing and shouting under our windows, some who sing 
false, who dance without spirit, and who only shout to 
still their well-grounded fears, 





Correspondence. 


THE PLACE OF THE HOSPITAL IN A CIVILIZED 
COMMUNITY. 

Srr,—May I, through your columng, ask Dr. Lauriston 
E. Shaw if his excellent address published in your issue of 
April 29th could be printed in pamphlet form for sale? 
The subject is of course extremely important at the 
present time, and is set forth in a way that even country 
laymen could understand. 

Personally, I should like to send a copy to every member 
of our local hospital committee, and no doubt many other 
practitioners would do the same. We have recently had 
much argument here on the points of hospital abuse, 
competition with practitionerr, waste of hospital funds 
and energy on trivial cases, and admission of patients by 
practitioner’s recommendation only, but failed to convince 
the lay element on any of them. The matter is really 
more important in some respects, in connexion with the 
small country hospital officered by practitioners, not only 
from the doctor’s point of view, but from that of the 
patient’s. 

There is no fear that the dwellers in large towns will 
ever lack the highest technical skill or apparatus, but 
unless the country hospital definitely aims at providing 
only treatment which cannot be carried out at home, it 
becomes, both in general estimation and in fact, merely a 
means of gratuitous treatment for a class just above the 
Poor Law patient. 

A further point not touched in the article referred to 
which would assist in developing the value of the hospital 
as a place for special treatment, is that the staff, although 
general practitioners outside, should specialize as far as 
the institution is concerned; this is so obvious that it 
hardly needs elaboration; it is absurd for half a dozen 
men on a small hospital each to do work in connexion 
with medicine, surgery, gynaecology, throats, eyes, ~ rays, 
skin, etc., and if we wish the general public to adopt the 
view that the country hospitals should drop ordinary dis- 
pensary work, and aim at providing ese treatment for 
special cases, on the recommendation of, the profession, it 
is essential that the local profession should agree to take 
up special branches of work. : 

It is no answer to this to say that there is no room or 
employment for specialists in country districts. There is 
no need to assume that title, but a man can perfectly well 
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be in general practice and yet, by devotion to special work 
at the local institution, become more efficient in that par- 
—, to the advantage both of the patients and 
himse 

This would have the further advantage of oe 
many more, and, in some cases, probably all, of the | 
practitioners on the staff, and incidentally remove a 
frequent cause of friction between fellow practitioners.— 
I am, etc., 

Bridgwater, April 30th. PENRosz Wiutiams, F.R.C.S.Edin. 





POOR LAW INFIRMARIES AND HOSPITALS. 

Srz,—In his reply (British Mepicat Journat, April 
22nd) to my letter of April 8th, the Hon. Sydney Holland 
has shifted the ground of the whole controversy. He 
complains that I have misinterpreted the words of his 
Poplar speech, but at the same time he finds it necessary 
to devote three-quarters of a pageto an endeavour to 
explain them away. Surely if, to point out my error was 
all that was required, much less than this might have 
served his purpose. Notwithstanding, however, all that 
be has written—four. fifths of which is entirely irrelevant— 
I still contend that the construction I put upon his words 
was the obvious one, and the one most likely to occur in 
the minds of those who heard or read his speech. If he 
feels aggrieved at my contentions, the blame must rest 
upon his own shoulders for having, by his choice of 
expression, obscured his true meaning. 

Let me remind him that he drew a contrast between the 
hospital and the Poor Law infirmary with conclusions un- 
favourable to the latter. I am not concerned with what 
the Guardians of the Poor do or fail to do, nor with the 
merits and demerits of the present Poor Law system, and 
I do not intend to be drawn into a controversy in defence 
of either. My whole concern is with the above-mentioned 
conclusions to protest against their unfairness and to 
remove from the public mind the false impression which 
they convey. 

Mr. Sydney Holland disclaims having made or having 
desire to make any suggestion of incompetence or lack of 
sympathy on the part of the staffs of Poor Law infirmaries, 
but what, may I ask, would he have your readers infer 
from his reference to the death-rate of babies in these 
institutions ? 

Again he finds fault with me for having represented him 
as referring to London Poor Law infirmaries. He says he 
never said ‘‘London.” Granted, but may I again remind 
him that he was speaking in a London hospital to an 
audience of Londoners whose acquaintance with hospitals 
and infirmaries did not probably extend beyond London, 
and I put it to him that this audience would be more 
likely to infer from his remarks that he was speaking of 
London institutions rather than of any situated at the 
other end of the kingdom. And in any case his statement 
was a general and unqualified one, which must have in- 
cluded London, seeing that, of the total number of Poor 
Law infirmaries in England, London possesses thirty. 
But, why this eagerness to except London and carry the 
controversy so far afield? His reason is made patent a 
little further on in his letter, where he informs us that he 
was himself for several years an active guardian of two 
London unions. At that time, he goes on to say, both 
these unions had (he uses the past tense) excellent 
infirmaries. Unfortunately, both of these seem to have 
fallen from their high estate, and are now numbered with 
the “ condemned.” 

I am taunted with having set up an imaginary windmill 
to knock my head against, and then straightway Mr. 
Sydney Holland proceeds to accept a challenge which 
I never issued. My challenge to him was to prove that 
the Poor Law infirmaries are perfunctory and unsym- 
pathetic in their treatment of the sick poor. I did not 
' challenge him to prove anything either about the Poor Law 
system or the guardians of the poor. His purpose is 
obvious. He sought opportunity to attack the whole Poor 
Law organization, and at its expense to further his pet 
scheme of “ State aid for the hospitals,” and as my letter 
did not supply this he formulated a new challenge to suit 
his own ends. 

Then I come to what Mr. Sydney Holland evidently 
cousiders to be the chief point of his reply—namely, 
his conviction of me out of my own pen. Unfortunately 


-hands, and who tried rest in bed for months or 





for himself, his choice of weapon has been a. bad one, for 
far from convicting myself or the Poor Law infirmarigg 
he himself and the hospitals stand convicted, for let me 
inform him that much of the hardness and harass of Poor 
Law infirmary work is directly due to the inconsideratg. 
ness and open hostility of the hospitals. Is Mr. Sydn 

Holland ignorant of the type of case daily disgorged from 
the general hospital and sent on to the Poor Law ip. 
firmary? If so, let me inform him that it is the cage 
whose detention in hospital is calculated neither to ad¢ 
lustre to its reputation nor—what is more important—to. 


- inflate statistics. 


I think now that I have dealt with all the chief points, 
in the letter relevant to the issue. The remainder dogg 
not call for comment, as it does not arise out of the 
controversy. 

I have remarked with pleasure the kindly tribute which 
Mr. Holland pays to the medical and nursing staffs of our 
Poor Law infirmaries, and I accept it as a withdrawal of 
the imputation cast upon them and their work ‘in his 
Poplar speech. 

May I, in conclusion, express my own personal opinion 
that such random assertions as the one complained of are 
much to be deprecated, as they tend to create ~~ 
false impression on the lay mind, and thus may. wor 
untold mischief?—I am, etc., 

London, N., April 30th. J. JOHNSTONE JERvis, M.B.Edin, 





CHRONIC INTESTINAL STASIS. 

S1r,—I have read with interest the paper on chronic 
intestinal stasis treated by short-circuiting or colectom 
in the British Mgpicat Journat of April 22nd, in whi 
Mr. Harold Chapple gives an account of 50 cases success- 
fully operated on by Mr. Arbuthnot Lane. A reader of 
this article cannot help being struck with the apparent 
simplicity of the treatment, the uniformity of success, and 
the complete absence of mortality. Mr. Chapple says, 
“My list does not pretend to include all the cases that 
have been subject to operative treatment,” but he does not 
tell us if these 50 cases are consecutive or not, or whether 
any unsuccessful cases occurred during the period covered. 
by these cases. 

To surgeons anxious to benefit by Mr. Lane’s large 
experience in this class of surgery, it would be of con- 
siderable interest to know if any failures have followed 
the operations of colectomy or ileo-colostomy for this. 
complaint in Mr. Lane’s practice.—I am, etc., 

London, W., May 2nd. C. Gorpon Watson. 





HEART FAILURE. 

Srr,—Dr. James Mackenzie, in the Oliver-Sharpey 
Lectures, relies chiefly for the treatment of heart failure on 
rest, stating that he believes all the advantages claimed 
for baths and exercises as therapeutic agents are really 
due to the. physical rest their adoption entails. As this- 
statement has called forth some comment in your pages, 
may I be allowed to suggest that Nauheim baths and- 


exercises are the means by which comparative rest can be- 


most effectually attained in cases of heart failure? There 
are only two ways of giving an overworked heart com- 
parative rest. First, by diminishing its work by resting the 
body; and, secondly, by increasing the size of the peri- 
pheral vessels, and hence reducing the amount of work 


the heart has to perform in pumping the blood through the. 
vascular system. The latter method is exactly what the. 
Nauheim baths and exercises are claimed to do, and in. 


practical experience are found to do. 

If the pump at the waterworks is not sufficiently strong. 
to pump the water to the town two courses are open— 
either to fit a stronger pump, or to increase the diameter 
of the water pipes. This latter is what the Nauheim 
baths and exercises do, as can be proved by the Hn, 
manometer and the sphygmograph. As one who has been 
in general practice for some years, and who has therefore 
been able to follow up his cases, I can affirm that many 
cases of heart failure which have passed magi my 

opnger, 
would still be condemned to a life of inactivity had it not 
been for the Nauheim baths and exercises. I have proved 
this in practice again and again, and I have no hesitation 


in saying, from practical experience, that I consider the- 
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Nauheim baths the most effective method of giving an 
overworked heart comparative rest. I have patients 
Jeading active, useful lives to-day who spent years of inva- 
lidity until they had a course of Nauheim baths. I should, 
in conclusion, like to point out that, apart from one hour’s 
rest a day, I do not confine my Nauheim cases to bed 
while they are under the treatment, and hence the good 
results cannot be due to the rest in bed.—I am, etc., 
Woking, April 29th. R. THorne THORNE, 





CHRONIC TRAUMATIC MASTITIS. 

Sir,—I have just been reading Mr. Cheatle’s paper in 
the Journat of March 4th on Chronic Traumatic Mastitis, 
and note with interest the connexion Mr. Cheatle shows 
to exist, in some cases at least, between the wearing of 
badly-made corsets and cancer of the breast. I would just 
like to say that in the course of fourteen years’ practice 
among African natives, both here and in Nyasaland, I do 
not remember to have seen a single cass of cancer of the 
breast in a native. I have seen cancer in other regions, 
but never in the breast. As hardly any native women 
wear corsets, I have often wondered whether any con- 
nexion would eventually be proved between corsets and 
cancer.—I am, etc., 


.Lovedale, South Africa, Nei Macvicar, M.D. 
April 8th. 





ORIGIN OF THE VERTEBRATES. 

‘Srr,— Daring the period of nearly three months which 
‘has elapsed since the appearance of your leader on the 
origin of the vertebrates, I have been engaged, in con- 
‘formity with the general advice conveyed by that article, 
‘in a careful perusal, in the first place, of Dr. Gaskell’s 
remarkable book, and subsequently in following up the 
train of thought and speculation his work necessarily 
excites. 

Here a preliminary thought presents itself. Is it not 
‘surprising that none of your readers, with ample leisure at 
their disposal, should have anticipated me in some refer- 
ence to the subject of this letter? Are we to blame for this 
‘silence the specialization Dr. Gaskell speaks of in his 
introduction, the fact that every investigator in our time is 
confined more and more to one department of science? 

This seems to be the great defect of our modern medi- 
cine; what else but some such want of sympathy with 
general conceptions could account for the fact that Dr. 
Gaskell’s theory has already gone over fourteen years 
without professional recognition? For medical men should 
‘have been the first to perceive its value. Is not the 
participation of the nervous system—it is to the nervous 
system that Dr. Gaskell, who here receives the weighty 
“support of Professor Starling, turns for his chief argument 
—more and more evident to-day in every general dis- 
turbance of health? Have not the diseases of the central 
nervous system undergone a markedly, almost an alarming, 
‘increase within the last two decades? And is not this 
branch of medicine the most abstruse, the least understood, 
-and the most defectively expounded ? 

Dr. Gaskell’s theory throws a welcome ray of light over 
this and its neighbouring sections of pathology. It sug- 
pe explanations of many anomalies of growth and 

evelopment, shows how much more than what has 
already been achieved may be expected from the study of 
the vestigial organs and the ductless glands, and admits of 
a rational description of the structure and functions of the 
cerebro-spinal tract and its secretion.* 

One of the chief objections urged against Dr. Gaskell’s 
‘position is that his theory entails the necessity of creatin 
& new digestive tube in an already highly-organiz 
animal. But Dr. Gaskell justly holds that the difficulty in 
this case is no greater than that lightly overcome by his 
‘Opponents in forming a new air-absorbing respiratory 
organ from one previously aquatic in its functions. He 
thinks, to convey his own expression, that the evidence is 





* At the recent discussion, referred to in your article, at the 
‘Linnean Society on this theory of the origin of the vertebrates, 
Professor Dendy expressed the opinion that the choroid plexuses 
“possessed a gill-like character and probably formed a respiratory 
organ for the brain. Dr. Gaskell was apparently justified in & 
this view as somewhat novel and fanciful. He and Professor Starling 
‘could have added that most modern physiologists, at least in France 
(see Milian, Le liquide cephalo-rachidien), look upon the choroid 
plexuses as a ductless gland principally concerned with the ependyma 
dn secreting the cerebro-spinal fiuid. 





stronger in favour of the vertebrate alimentary canal being 

formed from a pre-existing respiratory chamber than that 

an alimentary canal should have taken on a respiratory 

Society) in its anterior end (see discussion at the Linnean 
iety). 

From the letter quoted at the head of the opening pages 
of the Origin of Vertebrates, Professor Huxley's interest 
seems to have been aroused in the fortunes of the new 
hypothesis. This fact alone should commend Dr. Gaskell’s 
book to every student of biology, and especially, as I have 
implied, to that student of the science medical men know 
as the pathologist.—I am, etc., 

Nice, April 17th. A. W. Gincurist, M.D, 





PHYSICIAN OR SURGEON? 

Srr,—As a general practitioner I have been interested 
by Mr. Howlett’s letter in your issue of April 22nd (p. 967). 
I cannot see any reason why a physician should not inject 
salvarsan ; by no stretch of imagination can one call it a 
surgical operation, any more so than tapping the chest or 
lumbar puncture. I have always failed to see the justice 
of the restrictions which have placed on the practice 
of the physicians in Hull, whilst the surgeons have been 
allowed to indulge in medical practice, and even in 
pharmacy. If any distinction is to be made in practice, 
surely it should be applied to the surgeons as well as the 


physicians.—I am, etc., 2 
Beverley, April 25th. H. L. Munro, M.D.Edin. 


Anibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 
Degrees. 
THE following degrees have been conferred : 
M.D.—P. Hail-Smith, N. Wilson, B. Halley-Stewart. 
M.B., B.C.—F..G. Caley. 











Examinations. 

The following candidates have been approved at the examina- 

tion indicated: 

SECOND M.B., B.C. (Part II).—H. A. Bell, B. K. T. Collins, H. P. 
Dawson, H. V. Deakin, H. Hartridge, T. J. H. Hoskin, H. A. 
Lucas. R. K. Merson. H. A. Richards, C. J. Scholtz, J. E. Sharp, 
A. G. G. Thompson, H. A. Williams, H. G. Wiltshire. 





UNIVERSITY OF GLASGOW. 
THE following were among the degrees conferred at a meeting 
of the Senate on April 24th: 


M.D.—J. M’Clure, J. M’Kay, G. W. Milne. 

Cu.M.—J. R. Kerr. ; 

M.B., Cx.B.—*D. T. C. Frew, *W. MacMurray, tJ.Gibson, tJ. F. 
Smith, +A. 8. Wilson, tJ. W. Anderson, tJ. T. Brown, J. B. 
Alexander, D. Arbuckle, Agnes B. Auchencloss, C. Averill, Chris- 
tina Barrowman, Marie A. A. Beard, A. H. Brown, J. Buchanan, 
D. Downie, R. Findlay, T. L. Fleming, T. 8. Fleming, H. Forrest, 
T. L. Fraser, A. Garvie, A. 8. Hannay, W. Johnstone, J. D. Mac- 
kinnon, 8. A. MacPhee, G. H. M’Robert, J. P. M’Vey, M. Manson, 
¥. W. Martin, R. 8. Miller, J. Mowat, H. L. Neil, A. Poole. A. 8. 
Richmond, Barbara G. Rutherfurd, J. L. Scott, W. Sneddon, 
J. Stewart, J. T. W. Stewart, T. L. G. Stewart, Barbara Suther- 
land, A. G. Waddell, J. D. Walker, A. G. 8. Wallace, J. William- 
son, G. J. Wilson, F. H. Young, J. Young. 

* With honours. + With commendation. 

B.So. (én Public Health).—J.C. Middleton. 

On the same occasion the Bellahouston Gold Medal for emi- 
nent merit in a thesis for the M.D. was handed to Dr. W. B. M. 
Martin, and the Asher Asher Gold Medal in Laryngology and 
Rhinology to Mr. W. C. Davidson. 





UNIVERSITY OF DUBLIN. 
THE following were among the degrees conferred at a meeting 
of the Senate on Tuesday, April 21st: 
M.D.—W. Hutcheson, C. W. Laird, R. E. Lee, A. A. Louw, D. M. 


Moffatt. 

M.B., OLB, B.A.O.—W..E. Adam, J. Beckett, R. E. Dunn, W. L. 
English, J. Gardiner. J. H. C. Grene, H. H. James, E. F. Lawson, 
M. M’Knight, C. O’Brien, J. G. Ronaldson, W. A. Taylor. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON. 
AN ordinary quarterly Comitia was held at the College on 
Thursday, April 27th, the President, Sir Thomas Barlow, in 


the chair. : 
Membership. 
The following were admitted Members of the College: 
Laurence Bali, M.B.Lond. (London); George 


Pi 
M.B.Camb., L.R.C.P., Capt. 1.M.8.; George xander son, 
M.D.Edin., F.R.C.P.Edin. (Edinburgh); Thomas Wm. James 
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Johnson, M.B.New Zealand, L.R.C.P. (London); Frederic 
Percival Mackie, F.R.O.8., L.B.C.P., Capt. I.M.S. (London); 
Albert Ernest Naish, M.B.Camb., L.R.C.P. (Sheffield); Miss 
Dossibai Rustomji Cowasji Patell, L.R.C.P. (London); Alfred 
Ellington Stansfeld, M.B.Camb. (London); William Whiteman 
Carlton Topley, M.B.Camb., L.B.C.P. (London). 


Licences. 
The Licence of the College was granted to eighty-three 
gentlemen. 


Fellowship. 
The following ‘Members, on the nomination of the Council, 
were elected Fellows of the College: 


Peverell Smythe Hichens, M.D.Oxf. (Northampton); Frederick 
Stephen Palmer, M.D.Durh. (London); Oharles Gabriel Selig- 
mann, M.D.Lond. (London); Herbert Williamson, M.B.Camb. 
(London); John Alexander Nixon, M.B.Camb. (Bristol); Horatio 
George Adamson, M.D.Lond. (London): Eric Danvers Mac- 
namara, M.D.Camb. (London); Harold Theodore Thompson, 
M.D.Camb. (London). 

The following registered medical practitioners, not Members 

of the College, nominated by the Council as especially eligible, 
were also elected : 


Edward Granville Browne, M.B.Camb., F.B.A. (Cambridge); Sir 
David Bruce, C.B., M.B.Edin., F.R.S., R.A.M.C. 


Communications. 

The following communications were receiv2d: 

1. From the Secretary of the Royal College of Surgeons, 
reporting proceedings of the Council of that College on February 
9th, March 9th, and April 6th. 

2. From the Home Office (dated March 2nd), re the labelling 
of patent medicines. The question was referred to the Censors 
Board to consider and report on at a future Com:tia. 

3. From the Clerk of the Privy Council (dated March 23rd), as 
to an International Congress on Thalasso-Therapeutics. No steps 
were taken in the matter. 

4. From the Secretary of the National Association for the 
Prevention of Consumption as to the International Tuberculosis 
Congress at Rome in September next. It was left to the Pre- 
sident to nominate delegates to represent the College. 

5. From the Master of the Apothecaries Society (dated March 
30th), intimating that the Society would apply for power to 
issue diplomas in Public Health and in Tropical Medicine, and 
expressing the hope that the College will not oppose this — 
cation. A reply was sent to the effect that the College, under- 
standing that such diplomas would be restricted to the diplo- 
mates of the Society, did not at present propose to take any 
steps to oppose the application. 

6. From the Royal Statistical Society (dated March 29th), as 
to a ‘definition of still-births.’? It was left to the Board of 
Management to nominate a small subcommittee to deal with 
the question. 


General Medical Council. 
Dr. Norman Moore, whose term of office had expired, was 
re elected as the representative of the College on the General 
Council of Medical Education and Registration. 


University of London. 

On the nomination of the Council, Dr. Frederick Taylor, 
whose period of office had expired, was re-elected as the repre- 
= of the College upon the Senate of the University of 

ondon. 


Lister Institute. 
Dr. F. W. Andrewes, who retired by rotation, was re-elected 
as the representative of the College upon the Council of the 
Lister Institute of Preventive Medicine. . 


Acute Poliomyelitis and Polioencephalitis. 

Dr. F. E. Batten moved: ‘‘ That in view of the infectivity of 
acute poliomyelitis and polioencephalitis, its annual occurrence 
in London, and the crippling effect of the disease upon children 
and others, the College do recommend to the London County 
Council that poliomyelitis and polioencephalitis be included 
among the notifiable diseases, in order to diminish and, if 
possible, eliminate its incidence on the population. This was 
seconded by Dr. Farquhar Buzzard and carried. 


Reports. 
The quarterly report of the College Finance Committee, and 
the quarterly report of the examiners for the licence on the 
results of the January examinations were received. 


Library. 
Books and other publications presented to the library during 
S past quarter were received, and thanks returned to the 
onors. 





CONJOINT BOARD IN SCOTLAND. 
THE following candidates have been approved in the examina- 
tions indicated : 


First CoLLEGE.—F. Halden, R. M'Gregor, J. Walker. 

SEcoNnrD CoLLEGE.—J. F. Bourke, R. J. Croxford, J. V. Duffy, W. C. 
Holburn, Violet M. Tracey, W. N. P. Williams. 

THIRD COLLEGE.-Chuni Lal Bhatia, Diwan Jai Chand, J. M. 
Coplans, G. A. Hodges, Rona Lockhart, F. R. Lucas, Tonur 
Sekharan Nair, J. Scott, Balwant Singh, Kul Want. 

Finau.—A. B. Bateman, Framroze Limji Bhajiwalla, Bhalchandra 
Shivram Bhandarkar, Dhunjibhoy Bomanji Cama, Rastamji 
Ratanji Dadina, D. L. Hutton, J. M‘Cusker, J. M‘Manus, G. da 
Silva, J. A. Smith, H. F. Williams. 
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SAMUEL KNAGGS, M.R.C.S., L.8.A., 
CONSULTING SURGEON, HUDDERSFIELD INFIRMARY, 
THERE passed away on April 23rd, at the age of 82, Mr, 
Samuel Knagge, who, during a long professional life in 
Huddersfield, had earned the respect and esteem of all 
men. 

He was born at Clapham Common, was apprenticed to a 
practitioner in Huntingdonshire, became a medical student 
at Guy’s Hospital, and took the diplomas of M.R C.S.Eng, 
and L.S.A.Lond. in 1850. He began practice in Hudders- 
field shortly afterwards, and was appointed Surgeon to ths 
Huddersfield Infirmary in 1864. This office he retained 
until 1899, when he was appointed Consulting Surgeon, 
He was for a time one of the District Medical Officer of 
the union and for many years surgeon to the police. He 
took an active part in the establishment of the Victoria 
Sick Poor Nurses’ Association in Huddersfield in 1897, was 
for several years Vice-Chairman of its committee and 
always took a deep interest in its work. 

He was President of the Yorkshire Branch of the 
British Medical Association in 1884, and in that capacity 
delivered an address on Evidences of and Indications for 
Progress in Medicine in Surgery.' In it he dealt, among 
other subjects, with the antiseptic system of surgery, and 
when the date is remembered we may find in it good 
grounds for the opinion that he was a surgeon of sound 
judgement who thought for himself, ready to study new 
doctrines, but to accept them only when he had fully con- 
sidered the facts and arguments on which they rested. 
Soon after settling at Huddersfield he wrote a book on 
Unsoundness of Mind considered in relation to the 
Question of Responsibility for Oriminal Acts, and later 
a short work, entitled Common Sense versus Homoeopathy. 
Quite recently he published a pamphlet on socialism, to 
which he was paged opposed, and he was the author 
also of essays on religious subjects. He was a man of 
deep religious convictions, a member of the Church of 
England who took a deep interest in its work, and in the 
days of his activity himself an active worker. 

Mr. Kuaggs retired from practice only a few years ago, 
and though he never, we believe, served any municipal 
office, took an active share in all good works in Hudders- 
field. He was fond of music and a supporter of the local 
choral society, and was known also as a chess player. 
Mr. Knaggs celebrated his golden wedding some seven 
years ago. but the death of his wife two yéars afterwards 
saddened his later years, though he was able to take pride in 
his sons, of whom two are members of his own profession 
—Mr. Lawford Knaggs, Surgeon to the Leeds General 
Infirmary and Professor of Surgery to the University of 
Leeds, and Mr. F. H. Knaggs, Ophthalmic and Aural 
Surgeon to the Huddersfield Infirmary. : 

Mr. Knaggs was justly held in high esteem by his 
colleagues in Huddersfield. He had been twice President 
of the Huddersfield Medical Society, and on completion 
of his fiftieth year of membership was elected an honorary 
member. Last year, on the occasion of the memorial 
service held on the death of King Edward VII, he headed 
the procession of medical men who walked from the 
Infirmary to the Town Hall, and afterwards to the Parish 
Church. 


Dr. C, A. Oniver, of Philadelphia, died on April 8th. 
He was a voluminous writer on ophthalmic subjects, but 
he is best known in England as one of the editors of a 
System of Ophthalmology, in four volumes, usually known 
as Norris and Oliver's System. He was for some years 
associated as co-editor (with Mr. Sydney Stephenson) of 
The Ophthalmoscope, one of the best known journals of 
ophthalmology published in England. The cause of death 
was uraemia. 





Tue death at Eastbourne is announced of Surgeon- 
General Witi1am Burns Beatson, M D., late of the Indian 
Medical Service, at the age of 86 He entered the Bengal 
Medical Department in Jone, 1852, and became Sargeon- 
General in December, 1883, in which year he retired from 


the service. He served in the Burmese war in 1853, 





1 BRITISH MEDICAL JOURNAL, 1884, vol. ii, p. 56. 
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»receiving a medal with clasp. He entered Guy’s Hospital 
as a student, and after qualifying in 1846 had medical 
_charge of an East India passenger ship, in which he made 
three voyages round the Cape of Good Hope. He served 
in India, chiefly in civil employ, for about twenty-five 

ears, and obtained promotion in the administrative grade. 
He held several appointments at Nagpore, including those 
of Superintendent of the Lunatic Asylum, Medical Officer 
of the Central Gaol, and Principal of the School of 
Medicine.. He was the author of The Indian Medical 
Service, Past and Present, and contributed various papers 
on medical and surgical subjects in the Indian journals. 
He was a M.RC.SEng., F.R.C.S.Eng., M.R.C.P.Lond., 
and M.D. of St. Andrews University. 


Public Fealth 


AUSTRALIAN MEAT. 

In the Report of the Medical Officer of Health, City of London, 
issued on March 28th, there is a note on the importation of 
Australian meat, in which an abstract is given of the recom- 
mendations of the Commonwealth Government in regard to the 
uniformity of standard of carcass meat for export. The con- 
ditions also are detailed under which briskets excised from 
. carcasses affected with parasitic nodules may be allowed to be 
-exported. The recommendations are, briefly, as follows: In 
the case of a carcass otherwise free from disease, such briskets 
.as are shown by searching examination to be free from nodules 
shall be approved for canning for export. Where, however, 
three or four nodules only have been found, although the 
brisket might reasonably be approved after removal of the 
affected part, ‘‘ we consider that, as a matter of policy, it may 
be advisable, in view of the present ferment of opinion in Great 
Britain, that none of these briskets should be allowed to be 
treated for export. The position in this regard should, however, 
be reviewed in twelve months.” All briskets shall be ‘‘ boned 
and sliced under the control and supervision of the inspecting 
officer.” The opinion is farther expressed that there is no 
- difficulty, with proper inspection, in removing all nodules from 
the finely-sliced briskets; that although the nodules might be 
confused with tuberculous lesions by inexperienced inspectors, 
they are of much less importance, as they are mainly objection- 
: able owing to their unsightliness; and that, finally, there would 
be no danger to man from their presence in meat. These 
recommendations uphold the view which we advocated in our 
earlier references! to this subject, but they display a slight 
tendency to ignore the economic point of view that canned 
‘ Onchocerca, howsoever little dangerous, is not the equivalent of 
canned meat. 


REPORTS OF MEDICAL OFFICERS OF HEALTH. 
Hunslet Rural District.—Based on an estimated population of 
7,294 persons, the birth-rate was 27.0 per 1,000, the death-rate 
from all causes 12.9 per 1.000, and the infantile mortality rate 
was equal to 69 per 1,C00 births. Measles was present in 
epidemic form during four months of the year, and was chiefly 
confined to the children attending the infant departments of 
certain schools, some of which were closed. Dr. Buck con- 
siders that the benefit to be derived from closing schools for 
measles is exceedingly doubtful except as a means of saving the 
grant. When discussing the question of tuberculosis he asserts 
: that compulsory notification of the disease is urgently neces- 
‘sary. He advises that all efforts should be concentrated on 
prevention rather than on curative methods, inasmuch as in 
the latter many years of constant treatment are necessary to 
obtain a small percentage of successes, whilst in the former 
advanced cases should be isolated and cease to be a source of 
infection, and the others should be so educated by @ short stay 
in a sanatorium that they would cease to be a danger either to 
themselves or to those around them. 


'BritisH MEDICAL JOURNAL, December 3rd, 1910, p. 1796; Feb- 
ruary 18th, 1911, p. 385. 


THE summer course of lectures at the Hospital for Sick 
Children, Great Ormond Street, will begin on Thursday 
next, when Mr. H. Stansfield Collier will give a lecture on 
the diagnosis of surgical abdominal diseases of childhood. 

‘On May 18th Dr. Batten will give a demonstration on 
selected medical cases. The lectures, which are given 
-each Thursday at 4 p.m., are open free to medical 
practitioners. 

THE report to be submitted at the annual meeting of the 
Factory Girls’ Country Holiday Fund next Wednesday 
shows that the number of girls annually assisted to take a 
week’s or a fortnight’s holiday in the country has risen 
from 38 in the year 1888 to 4,865 last year. A week’s 
holiday costs 15s., and about a third of the total sum 
required each year is now being contributed by the girls 

“themselves. Last year’s work left but a very small 
balance in hand, so any donations will be especially 
~welcomed by the Honorary Treasurer, H. Rendell, Esq., 
-51, Gordon Square, W.C. 
































Medical Pelus. 


WE are informed that the exhibition illustrative of 
nursing work in the Far East, which is being organized by 
the Nurses’ Missionary League, is to take place at the 
Holborn Town Hall on Wednesday, May 10th, and not on 
Tuesday, May 9th, as previously stated in these columns. 

THE Glasgow University Club, London, will dine at the 
Trocadero Restaurant, Piccadilly Circus, on Friday, May 
26th, at 7.30 p.m., under the chairmanship of Professor 
John M. Thomson, LL.D., F.R.8., of King’s College, 
London. Further particulars can be obtained from Mr. 
W. Craig Henderson, 2, Paper Buildings, Temple, E.C. 

THE Gresham Professor of Physic, Dr. F. M. Sandwith, 
will give four lectures at the City of London School, Victoria 
Embankment, on May 16th, 17th, 18th, and 19th, at 6 p.m. 
on each day. The first two lectures will deal with measles, 
the third with the black death, and the fourth with the 
plague of to-day. The lectures are free to the public. 

THE annual meeting of the Invalid Children’s Aid 
Association will be held, by kind permission of Sir Edwin 
Durning-Lawrence, M P., at 13, Carlton House Terrace, 
8.W., on Friday, May 19th, at3p.m. Sir Edwin Durning- 
Lawrence will preside, and the Archdeacon of St. Albans, 
Mrs. Kendal, Miss Broadbent, Mr. Edmund Owen, and 
Mr. Silas Hocking will be among the speakers, 

THE Surgical Section of the Royal Society of Medicine 
will hold a meeting in the rooms of the Medical Society of 
London, 11, Chandos Street, W., on Tuesday next, at 5 p.m., 
at which there will be a demonstration of cases of cleft 
palate operated on by various methods. A debate on the 
subject will be opened by Mr. Arbuthnot Lane, and among 
those who intend to demonstrate cases or take part in the 
debate are Dr. Ulrich (Copenhagen), Mr. A. W. Murray 
(Liverpool), Mr. Harold J. Stiles (Edinburgh), Mr. Edmund 
Owen, Mr. Douglas Drew, Mr. F. F. Burghard, Mr. G. E. 
Waugh, Mr. Barrington Ward, and Mr. T. H. Kellock. 

AT the annual meeting of the members of the Royal 
Institute, held on May Ist, the Duke of Northumberland, 
president, in the chair, the annual report of the committee 
of visitors for the year 1910, testifying to the continued 
prosperity and efficient management of the institution, 
was read and adopted, and the report of the Davy Faraday 
Research Laboratory of the Royal Institute, which accom- 
panied it, wasalsoread. Thirty-nine new members were 
elected, and 61 lectures and 17 evening discourses were 
delivered in 1910. The books and pamphlets presented 
amounted to about 239 volumes, making, with 604 volumes 
(including periodicals bound) purchased by the managers, a 
total of 843 volumes added to the library in the year. The 
Duke of Northumberland was re-elected president, Sir 
James Crichton - Browne treasurer, and Sir William 
Crookes secretary. Among the managers elected were Dr. 
J. Mitchell Bruce, Dr. Donald Hood, and Sir Francis 
Laking. 

THE usual monthly meeting of the Executive Committee 
of the Medical Sickness, Annuity, and Life Assurance 
Society was held at 429, Strand, London, W.C., on 
April 21st, 1911. The accounts presented showed that 
the exceptionally favourable experience of January and 
February had extended into March, and the records of 
the society for the first quarter of the present year showed 
more new entrants than had ever before been obtained in 
the same period; at the same time the sickness claims 
received have been fewer and of shorter duration than 
usual. The most important matter considered by the 
committee was the report and balance sheet for the year 
1910, to be presented to the members at the annual general 
meeting to be held at the rooms of the Medical Society of 
London on May 18th at 4.30. The business of the year 
was very good and added considerably to the financial 
strength of the society. The number of members on 
December 31st last was 2,923, and during the year the 
funds rose from £233,376 to £241,532, although no less than 
£14,631 has been paid to the members as sickness benefits, 
and cash bonus amounting to £766 have been received by 
those members who reached the age of 65. A few verbal 
alterations in the rules are suggested by the committee, 
but it is satisfactory to note that, although the growth of 
the society’s business has been rapid avd continuous, yet 
during the whole twenty-eight years it has been in operation 
very few real alterations in the rules have been found 
necessary. An occasional slight adjustment has been 
sufficient to remove any difficulties that have arisen. 
Prospectuses and all further particulars on application to 
Mr. F. Addiscott, secretary, Medical Sickness and Accident 
Society, 33, Chancery Lane, London, W.C. 
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Ketters, Notes, and Anstvers. 


= Suaries, answers, and communications relating to subjects 
to whic ial artments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


INCOME Tax. 

8. C. inquires as to the admissibility of certain deductions in 
making his return of professional profits for income tax 
purposes. 

*,* Of the expenses in question the following are allowable: 
Repairs and new parts for a motor car, car insurance, local 
taxation licence for the car, wages and board of chauffeur. 
With regard to the depreciation of the value of a car, the 
Revenue authorities will not as a rule admit any deduction, 
but if this deduction is refused the cost of replacing the car 
should be claimed when incurred. 

JUSTITIA took over the practice—or so much as was transferable 
—of another doctor in the town a year ago. The surveyor has 
charged him with income tax on the basis of his predecessor’s 
— but offers to reduce the charge to the actual profit made 

rom the practice taken over, if that portion of the profits of 
the year be distinguished—a process not difficult for the 
present year, but increasingly so in the future. . 

*,* “ Justitia’ is entitled to claim (1) that he is not carrying 
on two practices, but one practice; (2) that he did not succeed 
to the practice carried on by another person at another address, 
but only to such patients as would come to him ; (3) that he is 
liable to be charged either solely on his own profits for the 
previous three years (on the ground that the practice has 
merely been extended), or alternatively on the amount of his 
own profits for the first year (on the ground that the practice 
in its present state is a new one set up at the beginning of the 
year). 

1134 writes that he has been refused allowance of two-thirds his 
rent in arriving at his professional profits. 

*,* The law is that a sum may be deducted as rent of pro- 
fessional premises to an extent not exceeding two-thirds of the 
whole rent where the property is occupied residentially. The 
title to the two-thirds depends upon whether two-thirds of 
the rent is in fact properly attributable to professional pur- 
poses. It is a fairly general practice for one-half to be allowed 
to professional men where the circumstances are not 
unusual. 

MIDLAND PRACTITIONER inquires whether in claiming ab‘te- 
ment he can deduct the statutory one-sixth and one-eighth 
from gross rentals in calculating his total income. 

*,* Yes. Income from property is taken at the net sum at 
which it is assessed for Schedule A, after allowance of the 
deductions. 





PAPER EATING. 

J. 8. F. asks for suggestions in the treatment of a patient aged 
41, who during her previous pregnancies rye me has had 
six children) used to eat paper; her last child was born 
fourteen months ago, and she has continued the practice since 
that confinement. She eats note paper and the Strand 
Magazine, but not newspapers; she eats a great deal eve 
day, and the paper is ange per rectum without muc 
change. Our correspondent considers her to be in good 
mental and bodily health. 


DIGESTED VACCINES. 

COLONIAL asks for information as to the experiments being 
made with ‘‘ digested ” vaccines, and whether a plague digested 
vaccine would produce less constitutional disturbance than 
Haffkine’s. I must, he adds, have done nearly ten thousand 
injections of Haffkine’s prophylactic, and while recognizin 
ite marvellous efficacy, know that it can cause much person 
depression extending in some cases to months. 

*," We are not quite sure to what experiments with 
“digested vaccines ” our correspondent is referring. In 1908 
Ruffer and Willmore ina paper on the production of immunity 
against dysentery toxin (BRITISH MEDICAL JOURNAL, 1908, 
vol. ii, p. 1176) published experiments on animals with 
dysentery bacilli digested with pepsin, and subsequently used 
bacilli so treated to immunize horses in the preparation of 
antidysentery serum. According to these authors digestion 
for two or three days nearly abolishes the toxicity whilst 
leaving the protective and immunizing powers unaltered. 
Gottstein in a paper entitled, ‘‘ Ueber die giftige und 
immunisierende Wirkung Pepsin verdauter Typhus bacillen” 
(D. Arch. f. klin. Med., 1908, Bd. 94, p. 255), stated that he 
successfully employed bacillary emulsions digested with 
pepsin. In this case the product was fairly toxic, and 
the advantage claimed was thought to be due to the 
production of a soluble “‘fermo-toxin”’ capable of accurate 








standardization. Experiments on plague-vaccines prepared 
by the hydrolysis of the proteins of this bacillus have, we 
believe, been carried out at the Lister Institute, but the. 
results have not yet been published. 





IN answer to a ‘‘ Medical Man not in Practice,’’ Dr. H. f, 
Pringle, J.P., also not in practice and who resides at Fern. 
down, Wimborne, writes to recommend that district as suit- 
able for patients suffering from rheumatism, peseinis, or 
asthma. I[t is dry, sunny, and bracing, and mostly on sandy 
or gravelly subsoils. It is between Wimborne and the New 
Forest, and, by a road in course of construction, will in q 
few months be within three miles of the Bournemouth tram 
service. 


Dr. E. CARNALL (London) writes to suggest Newton Abbot, 
Devon, as & suitable locality. 


SEA WATER INJECTIONS. 

C. D. B.—A long and fully illustrated paper by Dr. Robert 
Simon concerning the therapeutic use of sea water injections 
in various diseases and its technique will be found in the. 
Medical Annual for 1910. 


WRITER’S CRAMP. 

Dr. H. J. THorP (Ipswich) writes: In reply to ‘‘Q.,’’ the chief 
remedy is rest; without it nothing can be done. Remove 
tenderness by rest and blistering and the administration of 
small doses of potassium iodide 1 grain, liq. arsenicalis 
3 minims, t.d.s. When the tenderness has disappeared, 
es rubbing of the muscles, especially the muscles of 
the hand, is most valuable. 





MIDWIVES AND THE THIRD STAGE. : 

Dr. H. VALLANCE (Pontisbright, Lewis) has sent a letter with 
regard to a case of death in childbirth to which he was recently 
summoned to find the patient already dead. It appears that the 
woman, aged 28, was delivered of a live child after a labour 
lasting nineteen hours. The certified midwife in attendance 
endeavoured to express the placenta for about three-quarters. 
of an hour, but without result, and then introduced her hand: 
and removed the placenta. A little over an hour later, after 
washing the patient and the baby the midwife left the house ; 
on returning half an hour later she found that the patient 
had died. A post-mortem examination showed inversion of 
the uterus, the fundus being about level with the external os. 
A eae of membrane measuring about 6 in. by 4 in. was found 
adherent to the uterus. The placental site was at the fundus, 
and did not show signs that the placenta had been adherent. 
At the inquest no evidence of infringement of the rules of the- 
Central Midwives Board was elicited, and the midwife was. 
absolved from any blame in her conduct of the case. Dr. 
Vallance continues: This case is of interest, first, on account 
of its rarity, as it is said only to occur once in 200,000 times; 
and, secondly, because in Section 17 (b), Bule 4, of the Central 
Midwives Board, midwife is allowed to make efforts at expres- 
sion of the placenta for an hour before calling a doctor. This. 
appears to me to be too long a time, especia M in view of the 
above unfortunate result. It is with the view of eliciting: 
expressions from your readers as to the desirability or not of 
this rule being altered that I have ventured to report this 
case. 

HYDROTHERAPY. 

Dr. Smmon BaRucuH of New York writes to inform us that not. 
only is there a chair of hydrotherapy in the medical depart- 
ment of the Columbia University, and regular examinations. 
in this subject for the final degree of M.D., but that there is. 
a hydrotherapeutic departmentin the Vanderbilt clinic where 
the technique of all procedures is taught. The bath depart- 
ment of the Riverside Association affords opportunities for 
the treatment of poor patients sent by the hospitals and‘ 
dispensaries of New York. An extract from a report of this- 
department for 1903-4 shows that in that year 576 patients 
were received from hospitals and dispensaries. 


ERRATUM.—In a review of Dr. Eden’s Manual of Gynaecology. 
which appeared in the BRITISH MEDICAL JOURNAL of 
April 29th, the name printed as ‘‘ Gaertner” (p. 1002, line a 
from the top of the right hand column) should be ‘‘ Gartner.” 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL, 








—_ £ 8.4. 
Hight lines and under oe ove eco we 0 40 
Each additional line ove ooo eco w 0 0 6 
Awholecolumn ... a“ on oh oe. 213 4 
A page ao ove ave one ow 8 0 0 


An average line contains six words. 


All remittances by Post Office Orders must be made payable to 
the British Medical Association at the General Post Office, London. 
eo ns will be accepted for any such remittance not so 
S*dvertisements should be delivered, addressed to the Manager, 
429, Strand, London, not later than the first post on Wednesday morning 
preceding publication, and, if not paid for at the time, should be 
@ccom @ reference. 

} Nown—is is against the rules of the Post Office to receive poste 
Restante‘letters addressed either in initials or numbers. . 








